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ABSTRACT 
This study examined the effects of aftercare services being 
provided to the deinstitutionalized population of the Southside Catch-
ment Area of Fulton County, Atlanta, Georgia. The researcher hypothe-
sized that community-based services are not effective in helping dis-
charged patients function adequately in the community. In attempting 
to prove the main hypothesis, four specific propositions were addres-
sed: (1) Patients released from the hospital into the community will 
need continuity of aftercare services; (2) Patient's readmission to 
the hospital will be a result of the lack of adequate aftercare ser-
vices; (3) The higher the rate of utilization of available aftercare 
services the lower the recidivism rate; and (4) There is a lack of 
community support systems for discharged patients. 
The empirical referent for this study included a random sample 
of deinstitutionalized individuals, chosen from the three boarding 
homes in the Southside Catchment Area and the Atlanta Southside Commu-
nity Health Center--Mental Health Unit. A questionnaire was used as 
the data collection instrument. Frequency distribution, percentage 
tables, chi square, Cramer's V, and Phi are used to analyze the study 
data. 
The major findings of this study supports the main hypothesis, 
and specific propositions 1, 2, and 4. The conclusion, thus, is that 
aftercare services are not effective in helping the deinstitutionalized 
mentally ill maintain themselves in the community. 
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CHAPTER I 
INTRODUCTION 
It is not unusual today in the field of mental health to 
overlook the deinstitutionalization of mentally ill patients into 
the community. Thus, it is of obvious importance to find out the 
effectiveness of community-based mental health services for the 
discharged hospital patients. Even though research has been done 
on closely related issues, such as: "New Directions in Aftercare," 
"The Effects of Community Mental Health Services for Mental Patients," 
and other follow-up studies, it is essential that more research be 
done specifically on topics relating to the effects of aftercare 
services in maintaining discharged individuals in the community. 
Therefore, the objective of this paper is to do a follow-up study, 
examining the effects of aftercare services in maintaining the 
deinstitutionalized population in the community of the Southside 
Catchment Area of Fulton County, Atlanta, Georgia. 
The deinstitutionalization of mentally ill persons started in 
the 1960's with mandates from executive, legislative, and judicial 
branches of government. Treating the mentally ill in their communi-
ties is believed to be more humane than treating them in institutions. 
Also, the court ruled that the mentally ill had a legal right to live 
in the least restrictive environment consistent with their needs. 
1 
2 
The model for the delivery of services to the deinstitutiona-
lized mentally ill population is the Community Mental Health Centers' 
model. This model has one central idea, that is to provide total 
psychiatric service, which embodies the principle of unifying and 
integrating diagnosis, treatment, rehabilitation and prevention 
facilities at one central point in the community. This model for 
service delivery was instituted to insure the continuity of care 
for the deinstitutionalized population. 
The Community Mental Health Centers' model guided by the 
Community Mental Health Centers Act of 1963 with additional amend-
ments, mandates that each center provides twelve essential services 
to the population they serve. These twelve services are: "inpatient 
services, outpatient services, partial hospitalization services, 
emergency services, consultation and education services, services 
for children, services for the elderly, screening services, follow-up 
care, transitional services, alcoholism and drug abuse services." 
The design of the programs in Community Mental Health Centers will 
vary depending on the cultural and demographic characteristics of the 
population being served. 
The Community Mental Health Centers Act requires specific 
"quality and comprehensiveness of Community Mental Health Centers." 
Therefore, it is imperative that Community Mental Health Centers 
provide high standards and quality services to the clientele being 
served. To assure that quality services are being delivered, the 
State of Georgia implemented the Policy Memorandum 40-01--"Quality 
Assurance Standards for Service Programs." The purpose of this 
3 
quality assurance program as stated in the memorandum is, "to 
establish guidelines and standards that will encourage the establish-
ment of formal and systematic methods of organized review in order to 
assure effective, efficient and higher quality services. As a result, 
services will be more properly and thoughtfully planned; will be 
based upon more objective and systematic rationale; will be more 
likely subjected to objective outcome evaluation and consistent with 
established standard." 1 
Purpose of the Study 
The goal of this study is to evaluate the progress of mentally 
ill patients who have been released from institutions and are now 
living in the Southside Catchment Area of Fulton County, Atlanta, 
Georgia. In order to accomplish this goal, one has to carefully 
ascertain whether prescribed services are being provided to these 
released persons from institutions; secondly, to assess if quality 
care is being provided in the community for mentally ill patients; 
thirdly, to look at the support systems that are available to 
released mentally ill patients; and finally, to determine if they 
are benefiting from community living and services from community-
based programs and Community Mental Health Centers. 
The Government Accounting Office Report (Returning the Mentally 
Disabled to the Community: Government Needs to Do More, 1977) reported 
that many "mentally ill persons have been released from institutions 
1
Division of Mental Health and Mental Retardation, Memorandum 
from R. Derril Gay, Acting Director, to Consortia Chairpersons, 
Hospital Superintendents, et al., 23 October 1978. 
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into communities and are living with inadequate services and support 
systems." There is a lack of community services, such as living 
accommodations, comprehensive services, community support systems 
and follow-up care. The transition of the mentally ill from institu-
tions back into the community is not fully benefiting the patients, 
often times the facilities in the communities are not staffed and are 
not prepared to handle the needs of these persons. The inability to 
provide needed follow-up care and the lack of planned, well-managed, 
coordinated and systematic approaches to the deinstitutionalization 
of the mentally ill are the causes for the problems encountered by 
them when they are trying to cope with community living. 
Consequently, both the intent and the spirit of the Community 
Mental Health Act and amendments are suspect as to their particular 
applications in the Southside Community Catchment Area. The corres-
ponding outcome is the potential of elevating the recidivism rate of 
the affected mentally ill population in the area which is clearly 
anti-thetical to the Act. Therefore, the need for a systematic 
appraisal of the forces that affect deinstitutionalized patients in 
relation to service availability is crucial and serves as the basis 
of this investigation. 
Demographic Characteristics 
Atlanta is the capital city of the State of Georgia. The City 
of Atlanta lies within Fulton County with part of its eastern boundary 
in DeKalb County. Approximately 452,000 people reside within the city 
limits of Fulton County, and approximately 44,000 live within the city 
limits of DeKalb County. Minorities comprise 51.6 percent of the 
5 
population of the City of Atlanta. 2 Ten percent of Fulton County's 
population have mental health problems requiring services. Two 
inpatient mental institutions serve the City of Atlanta. These are 
Georgia Mental Health Institute and the Georgia Regional Mental 
Hospital. Fragmentation of mental health services is a major problem 
of mental health service delivery in the Atlanta area. Several mental 
health centers are accountable to the federal government, some to the 
County Board of Health, and the hospitals have their own boards. 
Delivery of public mental health service in Atlanta is a function of 
the Fulton County Health Department's Mental Health Division. They 
provide county-wide centrally coordinated services to the county's 
five catchment areas. 3 
South Central Community Hental Health Center and the Atlanta 
Southside Community Health Center--Mental Health Unit are the agencies 
responsible for providing mental health services to the South Atlanta 
Catchment Area. South Central Community Mental Health Center is 
accountable to Fulton County. It is also the designated Community 
Mental Health Center for providing services to the South Atlanta 
Catchment Area. Atlanta Southside Community Health Center--Mental 
Health Unit is governed by a Community Board. South Central Community 
Mental Health Center has a contractual agreement with Atlanta South-
side Community Health Center--Mental Health Unit, to provide some of 
2"Health Care in Atlanta," Urban Health (September, 1978):8. 
3Ibid., p. 44. 
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the required mental health services for the catchment area. South 
Central provides general out-patient mental health services, and 
Atlanta Southside Community Health Center--Mental Health Unit has 
specialized programs involving day treatment, alcoholism and drug 
abuse services. 
This study focuses on the Southside Catchment Area in Fulton 
County, Atlanta, Georgia. At the boundaries of this Southside 
Catchment Area are: Memorial Drive on the north, the Fulton/Clayton 
County line on the south, Moreland Avenue on the east, and Interstate 
75/85 on the west--lVhitehall Street and University Avenue. These 
boundaries include twenty-two census tracts. 
The population of the Southside target area is 80,318. Sixty-
five percent of the population is Black (52,200), and 35 percent is 
white (28,112). There are high incidences of single parents, disabled 
persons, households with six or more persons, unemployment, poor 
health, high school drop-outs, low-level education, high crime rate 
and substandard housing. The median income ranges from $2,286 to 
$9,505 annually. This represents from far below the poverty level to 
a little above the poverty level. A high percentage of the popula-
tion is on welfare. The total male population of this target area is 
37,986--47 percent, and the total female population is 42,330--55 per-
cent. Forty-two percent are nineteen years and under, 50 percent are 
between the ages of twenty and sixty-four, and 8 percent constitute 
the elderly which is sixty-five years and over. 4 
4The data and figures used in this section is taken from the 
Needs Assessment Report compiled by the Atlanta Southside Community 
Health Center (September, 1978). 
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The ratio of mentally ill persons to mentally healthy persons 
in this target area is one to seven (1:7). The proportion correspon-
ding to mentally ill persons is one eighth (1/8) of the total popula-
tion of the Southside target area which is 80,318. This amounts to 
approximately 10,040 persons. 
Statement of the Problem 
Prior to the 1960s, state hospitals were the last resort for 
mentally disabled persons who could not afford private care and who 
had neither families nor friends able or willing to support them. 
Conditions in these institutions generally were harsh and treatment 
services were limited. As a result, many mentally disabled persons 
remained in institutions for years. 
The quest for improved and more accessible care of the mentally 
ill was a gradual process which culminated in the passage of the 
Community Mental Health Centers Act--Public Law 88-164 in 1963. 5 
With the Community Mental Health Centers Act, alternative 
community services, including outpatient clinics, day care centers, 
and psychiatric units in general hospitals, contributed to the new 
phenomena of deinstitutionalization. In 1963, President John F. 
Kennedy sent his first presidential message to Congress on mental 
illness and mental retardation, proposing a "wholly new approach to 
the care for the mentally ill." Since then, deinstitutionalization 
has become the goal of many state administrations concerned with 
5 Lawrence E. Gary, Mental Health: A Challenge to the Black 





delivering mental health services. Thus, almost every state and major 
community in the United States is currently engaged in implementing 
comprehensive community mental health plans, which will enable mental 
health services to be delivered through Community Mental Health Cen-
ters. These Community Mental Health Centers are considered the key 
to the delivery of adequate mental health services, from diagnosis 
and treatment to rehabilitation and aftercare. 
Advocates of deinstitutionalization declare that the chances 
of recovery for the mentally ill are always increased by a return to 
a more "normal" setting, the community. Chances for many patients to 
recover increases when they are removed from the isolation of the 
hospital, but for a substantial number the outcome has been tragic. 
The quality of their lives become worse than it was in the hospital. 
Although patients are now permitted to reside in the community, their 
housing is poor, they lack access to activities or rehabilitation, 
and they are often preys for exploitation. 
The segment of the population that favored deinstitutionaliza-
tion felt that institutionalization should be eliminated and as a 
matter of equity the mentally ill should be given a chance to function 
in their own community and be cared for equally as citizens. This 
position seems eminently reasonable, however, the mentally ill 
released from institutions cannot be reconciled so simply, back into 
the communities from which they were driven. Deinstitutionalization 
policies and legal restrictions make it impossible to hold mentally 
ill patients against their will in institutions unless they are 
acutely dangerous. 
9 
Each year about 310,000 patients leave the public mental 
hospitals, in the United States. They undertake the hazards of living 
1 . . h . 6 as ex-menta pat1ents 1n t e commun1ty. The mentally ill patients 
who are released back into the community are faced with deplorable 
conditions in the community, overcrowded substandard and dirty living 
facilities and without any provision being made for needed medical 
and social services. The only service being provided to many released 
mentally ill persons is medication. 
Although patients no longer remain for a lifetime or parts of 
their lifetime in institutions, the majority of patients face repeated 
community, social and psychiatric failures that requires admission to 
institutions. Therefore, of the thousands of mentally ill patients 
who are released each year from hospitals, more than half will return 
at some point to the hospital. The highest proportion will return to 
traditional institutions within the first year after release. While 
the discharge rate increases, the readmission rate also increases. 7 
Many mentally ill persons released from hospitals into the 
community would function adequately if the appropriate follow-up ser-
vices are made available to them. Patients are released from hospitals 
without adequate aftercare services made available to them. There-
fore, many patients become unable to sustain themselves in the commu-
nity setting. 
6Max Silverstein, Psychiatric Aftercare Planning for a 
Community Mental Health Service, (Philadelphia: University of 
Pennsylvania Press, 1968), p. v. 
7Ibid., p. 38. 
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A :major concern in aftercare programming is the continuity of 
services and the coordination of aftercare services. When mentally 
ill patients are released from hospitals into the conununities, there 
is no coordination of resources among the hospital, Connnunity Mental 
Health Centers and the patients. In several instances, the hospitals 
failed to refer patients to the available aftercare services. Due to 
the lack of communication between the different entities involved in 
assuring quality and adequate delivery of services to the deinstitu-
tionalized mentally ill persons, the goal of continuum of care cannot 
be achieved. Due to the lack of communication, and the lack of coor-
dination of resources, there results a high incidence of breakdown in 
the aftercare system for released mentally ill persons. The readmis-
sian rates have rapidly escalated, and the quality of the care 
provided for released mentally ill patients in the community has 
b d f
. . 8 proven to e e 1c1ent. 
There is a propensity to use nursing and boarding homes for the 
placement of mentally ill patients. These nursing and boarding homes 
cannot be equated with efficient mental health planning, but rather 
with the lack of it. Primarily, nursing homes are geared to general 
medical care and not to mental health care. Instead of medically 
trained staff like registered nurses, the bulk of nursing care in 
nursing homes is done by untrained aides to whom the admixture of 
medi.cal and psychiatric problems are very confusing. Also, nursing 
8silverstein, Psychiatric Aftercare, p. 42. 
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home patients must be under the care of private physicians, but these 
physicians are reluctant to treat mental patients. Also, the resi-
dents of nursing homes are predominantly over the age of sixty-five 
and everyone views their stay in the nursing homes as final. 
The boarding homes provide inadequate and insufficient super-
vision. The environment and treatment individuals receive is less 
than humane. 
In addition to being in nursing or boarding homes, many dis-
charged mentally ill persons live in unlicensed single room dwellings, 
low cost hotels and rooming houses surrounded by prostitutes, drug 
addicts and petty criminals. 9 
Hithout the necessary resources to provide rehabilitation for 
the deinstitutionalized mentally ill, the community has no alternative 
but to let them fend for themselves, and this they will do. They are 
often isolated and disappear from sight. As one observer notes, 
The townspeople called them 'walkers' because 
they were often seen walking tranquilized and 
aimlessly on the boardwalk. Their strange 
appearance and bizarre behavior made the other 
residents fearful; nobody accepted them except 
the hotel owners who needed the business.lO 
In addition to placing released mentally ill patients in 
nursing homes, boarding homes, and other community facilities, many 
patients are discharged from hospitals into homes with their families. 
9H. Warren Dunham, Social Realities and Community Psychiatry, 
(New York: Human Sciences Press, 1976), p. 29. 
10Ib1"d., 72 75 pp. - • 
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These released patients who live with their families are kept at 
home, and are rejected by the family groups. Families often times 
view their mentally ill relative with bitterness and resentment. 
The majority of persons released from mental hospitals are 
not able to maintain stable employment, or function adequately in 
their domestic roles. Many, also refuse to seek or keep valuable 
employment due to the fear of potential rejection and isolation that 
being employed entails. Many of these persons therefore, will ulti-
mately alienate their families and will be divorced or rejected by 
their primary group. 
In no case have the majority of released mentally ill persons 
become contributing members of society. Most released persons are 
dependent members of society, and many are recipients of welfare 
grants based on mental disability. 
11 
What does deinstitutionalization really mean? Are the majority 
of patients released really recovered in the sense that they can be 
totally independent? Can they comfortably fend for themselves, or 
will they require minimal care? No! 
The majority of patients who leave the hospital are very 
dependent upon support from family, friends, the church, Community 
Mental Health Centers and other community facilities. They often 
cannot find employment and depend on public funds for support. For 
most of these patients, it can be said that their treatments are 
1lc . P h' . omm1ttee on syc 1atry 
Mental Patient in the Community, 
Center, May, 1978), p. 324. 
and the Community, The Chronic 
(New York: Mental Health Material 
----- -------- -----------------------
13 
being continued, with only their status changed from inpatient to 
outpatient. 
The review of the literature cites ample evidence of inade-
quate community facilities or support for the rehabilitation of the 
deinstitutionalized mentally ill. Therefore, the community standard 
of care for the deinstitutionalized population is rarely better than 
that of the institutions from which the mentally ill persons were 
released. As one author points out, "the previously involuntarily 
hospitalized have now been involuntarily communitized," and the social 
and mental health services in the community are often less adequate 
than in the public hospitals.
12 
12Ibid., p. 325. 
CHAPTER II 
Review of the Literature 
History 
Until the 1960s, mentally disabled persons who could not 
afford private care had to rely primarily on public institutions. 
Conditions in the institutions generally were harsh. Treatment 
programs were very limited; living quarters were crowded; few recrea-
tional or social activities were available; and individual privacy 
was lacking. In general, the institutions served as custodial set-
tings, often with unpleasant conditions. Consequently, many persons 
13 
remained in institutions for years. Not only the physical condi-
tions of these institutions were being attacked, but also the intense 
dehumanizing treatment individuals received in these institutions. 
Rosenhan summarizes the feelings of depersonalization experienced by 
mentally ill patients in institutions as follows: 
13 
Powerlessness was evident everywhere. The patient 
is deprived of many of his legal rights by dint of 
his psychiatric commitment. He is shorn of credi-
bility by virtue of his psychiatric label. His 
freedom of movement is restricted. He cannot 
initiate contact with the staff, but may only 
respond to such overtones as they make. Personal 
privacy is minimal. Patient quarters and posses-
sions can be entered and examined by any staff 
Comptroller General of the United States, "Returning the 
Mentally Disabled to the Community: Government Needs to Do More," 
(Report to Congress, January 7, 1977), p. 112. 
14 
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member (often including the 'grey lady' and 
'candy striper' volunteer) who chooses to read 
his folder, regardless of their therapeutic 
relationship to him. His personal hygiene and 
waste evacuation are often monitored. The water 
closets may have no doors. At times, depersona-
lization reached such proportions that pseudo-
patients had the sense that they were invisible, 
or at least unworthy of a.ccount. 14 
Many factors have contributed to the release of persons from 
public institutions. Some of these were: the humanitarian concern 
over the deplorable conditions in many of these facilities; new 
treatment methods; new treatment philosophies adopted by mental 
health professionals favoring community based care rather than insti-
tutional care; the availability of federal and state funds for develop-
ing and expanding community facilities and services for income support; 
the advent of psychotropic (tranquilizing) drugs in the 1950s; the 
cost savings to the states from placing persons in nursing homes and 
other facilities costing less than mental institutions and where the 
federal government would pay part, most or all of the cost; changes 
in state commitment laws which made it more difficult to involuntarily 
commit persons to mental institutions; and the impact of court deci-
sions protecting the constitutional right of mentally disabled persons 
to liberty treatment, due process, and equal protection under the law, 
d b f f 1 d 1 . h 15 an to e ree rom crue an unusua pun1s ment. 
14Leona L. Bachrach, Deinstitutionalization: An Analytical 
Review and Sociological Perspective, (Mental Health Statistics, 
Series D, No. 4 (Rockville, Md: National Institute of Mental 
Health, 1979), p. 6. 
15comptroller General of the United States, "Returning the 
Mentally Disabled to the Community.: Government Needs to Do Hare," 
(Report to Congress, January 7, 1977), p. 4. 
16 
Traditionally, state and local governments have been responsi-
ble for the care and treatment of the mentally ill. But, more 
recently, the federal government has supported and stimulated improve-
ments in the care of the mentally ill, assuring their equal protec-
tion, including their rights to adequate treatment and care both in 
the traditional institution and in the community-based facilities. 
Federal courts have also been concerned to some extent with the legal 
rights of persons facing involuntary commitment to state institutions 
for the mentally ill, and have been instrumental in both requiring 
the return of institutionalized persons to the community and prevent-
ing the placement of others into institutions. The rights of the 
mentally ill that have become the focus of examination for federal 
courts are: firstly, the right to treatment in the least restrictive 
environment appropriate to their needs; secondly, the right to liberty; 
thirdly, the right to a minimum level of education; fourthly, the 
right to treatment; fifthly, the right to refuse treatment; and sixth, 
h . h d 1' . d. . 
16 
t e r1g t to ecent 1v1ng con 1t1ons. 
The federal government became interested in the deinstitution-
alization of mentally disabled persons after the President's message 
on mental illness. On February 5, 1963, President John F. Kennedy 
sent to Congress the first Presidential '~essage on Mental Illness and 
Mental Retardation." In it, he proposed a "national mental health 
program to assist in the inauguration of a wholly new approach to the 
16Doug Roederer, State Responsibility to the Mentally Disabled, 
(Council of State Governments, Lexington, Ky., December, 1976), p. 10. 
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care for the mentally ill." 17 This new approach involved starting 
a series of programs to stimulate and support an array of community 
services as alternatives to institutional care, which enable the 
mentally ill persons to remain in or return to their communities and 
to be as independent and self-supporting as possible. This approach 
recently has been referred to as "deinstitutionalization," which can 
be defined as the process of: (1) preventing both unnecessary admis-
sian to and retention in institutions; (2) finding and developing 
appropriate alternatives in the community for housing, treatment, 
training, education, and rehabilitation of the mentally disabled who 
do not need to be in institutions; and (3) improving conditions, care 
18 
and treatment for those who need institutional care. 
As a result of the President's proposal, the Congress in 1963 
approved two major federal grant programs aimed at developing commu-
nity services and facilities needed to shift the place of care away 
from state institutions. At that time, there were more than 680,000 
mentally disabled persons in public institutions. The President's 
special message to Congress, which cited deplorable conditions in 
institutions, emphasized a new approach to the problems of the men-
tally disabled. Three major objectives were included in this approach, 
they were: (1) to seek out the causes of mental illness; (2) to 
strengthen the underlying resources of knowledge and skilled manpower 
17Bernard L. Bloom, Community Mental Health: A General 
Introduction, (Monterey, California: Brooks/Cole Publishing 
Company, 1977), p. 115. 
18 Comptroller General of the United States, .:Returning the 
Mentally Disabled to the Community: Government Needs to Do ~1ore," 
(Report to Congress, January 7, 1977), p. 18. 
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needed by the nation to attack mental disability; and (3) to 
strengthen and improve the programs and facilities serving the men-
tally disabled, with emphasis on developing community based services. 
This new approach emphasized primary prevention and treatment in 
Community Mental Health Centers, moving the primary locus of treatment 
for the mentally ill away from the state hospitals. The President 
stated in his message, " .•• If we launch a broad new mental health 
program now, it will be possible within a decade or two to reduce the 
number of patients now under custodial care by fifty percent or more." 
Thus, this new approach was based on the principle that mentally 
disabled persons are entitled to live in the least restrictive environ-
ment necessary and lead their lives as normally and independently as 
19 
they can. 
The Community Mental Health Centers Act was passed by Congress, 
and signed into law by President Kennedy on October 31, 1963. 20 The 
Act, however, had authorized substantially less money for construction 
of centers than originally was requested and also eliminated federal 
support for initial staffing and operation of centers. After the Act 
was passed, the National Institute for Mental Health drew up the 
required regulations for state mental health planning. The regulations 
established in 1964 states that "to qualify for federal construction ••. 
grants, an applicant, which by law must be a public or private non-
19Ibid., p. 10. 
20Bloom, Community Mental Health, p. 120. 
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profit agency, must present a plan for a coordinated program of at 
least five essential mental health services: inpatient services, 
emergency services, partial hospitalization (such as daycare), out-
patient services, and consultation and educational services." There 
were also several services that were recommended, but not required. 
These included specialized diagnostic services, rehabilitation, pre-
admission and post-discharge services for state hospital patients, 
research and evaluation programs, and training and education activi-
ties. The National Institute of Mental Health funded construction of 
Community Mental Health Centers. This responsibility was augmented 
with the passage of the Community Mental Health Centers Amendments of 
1965, which authorized grants to assist in paying for professional 
and technical personnel to staff the centers in the initial operation. 
In 1967, the initial construction and subsequent staffing programs 
21 
were renewed by Congress for three more years. 
As a consequence of the planning grants awarded to each state 
and territory in the United States prior to the enactment of Community 
Mental Health Center legislation, mental health needs and resources 
had been inventoried. Each state had been divided into catchment 
areas, each with a population limit of 75,000 to 200,000; the catch-
ment areas of each state were ranked by need for improved mental 
health services. The Community Mental Health Center construction and 
staffing legislation appropriated funds that could be combined with 
21Task Panel Reports: Submitted to the President's Commission 
on Mental Health, Volume 11 Appendix (1978), p. 226. 
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non-federal funds for the construction and staffing of the mental 
health centers to be built in each catchment area. 22 
In 1970, it became apparent that Community Mental Health Cen-
ters needed federal support. Thus, the Community Mental Health Cen-
ter Amendments of 1970 not only extended the Act for three more years, 
but also increased the maximum federal share for construction and 
staffing grants. 
In 1975, Congress passed legislation which provided for a 
substantial revision of the original Community Mental Health Centers 
Act. For the first time, there was prescribed within the legislation, 
as opposed to simply regulations, a definition of a "Community Mental 
Health Center" and of the comprehensive mental health services which 
such a center must provide. The definition contained requirements 
for the organization and operation of such centers, provision of 
services; coordination of services with other entities and the 
development of an integrated system of care; staffing, availability 
of services; responsiveness to the community served, governing bodies; 
quality assurance and related matters. The 1975 Community Mental 
Health Centers Amendments require twelve comprehensive mental health 
services must be provided at the centers or their satellite facilities, 
through the staff of the center or through appropriate arrangements 
with health professionals and others in the center's catchment area. 
These services include: inpatient services, outpatient services, 
partial hospitalization services, emergency services, consultation and 
22 Bloom, Community Mental Health, p. 122. 
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education services, services for children, services for the elderly, 
screening services, follow-up care, transitional services, alcoholism 
and alcohol abuse services and drug addiction and drug abuse services. 
The 1975 legislation also enacted grant programs to fund new centers 
and aid existing ones. The Community Mental Health Centers Act was 
again amended in 1978 with only a few programmatic changes in fiscal 
dollars, and use of funds. 
The Community Mental Health Centers Act and Amendments is the 
primary source to aid the deinstitutionalized mentally ill. However, 
in subsequent years other federal programs such as Medicaid, Supple-
mental Security Income (SSI), Vocational Rehabilitation and Develop-
mental Disabilities have been initiated or changed to make it possible 
to live and be treated in their communities. 
Hith the enactment of the Community Mental Health Center Act 
and Amendments, the dominant theme in mental health over the past 
decade has been the deinstitutionalization of services. There are at 
least three separate, but closely inter-related, basic elements of 
deinstitutionalization. "Deinstitutionalization is a process; it is 
a fact; and, it is also a philosophy."23 
Deinstitutionalization as a process is a dynamic and continuing 
series of adjustments and accommodations involving all components of 
the mental health service delivery system. The concept of continuity 
of care is a reflection of the dynamic nature of deinstitutionaliza-
tion. The process of deinstitutionalization may be set in motion in 
23Leona L. Bachrach, "A Conceptual Approach to Deinstitutiona-
lization," Hospital and Community Psychiatry 29:9 (September, 1978), 
p. 573. 
22 
the mental hospital h:y the release of patients, or it may begin in 
the co:mmunity by preventing hospitalization by providing services 
h h 0 b d L 24 t roug connnun~ty- ase agenc~es. 
Deinstitutionalization, as a fact, is a reality that cannot be 
overlooked. This evidence is provided through nationwide statistics. 
Throughout the nation there has been a decrease in the resident popu-
lation of the state mental hospitals. The resident national popula-
tion in state mental hospitals in 1955 was more than 500,000, but in 
1975, only 191,000 residents were still in state hospitals, a decrease 
of 66 percent. In 1955, about half of all psychiatric care occurred 
in state mental hospitals, however, in 1975, inpatient care amounted 
to only 9 percent. In 1955, outpatient services accounted for 23 per-
cent of patient care and in 1975 seven out of ten patients utilized 
outpatient services. Federally funded Connnunity Mental Health Centers 
which did not exist prior to 1963, in 1975 provided 29 percent of care 
25 for mentally ill patients. 
"The Deinstitutionalization movement is a philosophy current 
in American thought." This philosophy places strong emphasis on the 
rights of individuals and on the modification of the environment as 
the primary locus of change. "In deinstitutionalization, this philo-
sophy is extended to include the care of the mentally ill." There 
are three fundamental assumptions underlying this philosophy. First, 
connnunity-based care is preferable to institutionalized care for most, 
if not all, mental patients. Connnunity care perceived as the more 
24Ibid., p. 574. 
25 Ibid. 
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therapeutic alternative, and it represents the treatment of choice 
in most cases of mental illness. The second assumption is that 
communities not only can, but also are willing to assume responsibili-
ties and leadership in the care of the mentally ill. And thirdly, 
deinstitutionalization is based upon the assumption that functions 
performed by the mental hospital can be performed equally well, if 
b b . b d f '1' . 
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not etter y commun1ty- ase ac1 1t1es. 
The whole idea of deinstitutionalization is that the community 
is capable of providing full range of services for the mentally ill 
patient outside of institutional settings. Also, the fact that all 
psychiatric services should be located as close as possible to the 
people served and that hospitalization should be used only as long as 
intensive treatment is necessary. This process will enhance the task 
of humanizing mental health care. 
Current and Related Studies 
Many mentally disabled persons have been released from insti-
tutions and placed into decent housing in clean, safe neighborhoods 
with such structured in-house activities and outside programs as work, 
education, day activity centers and recreational programs. In this 
environment, many mentally disabled persons have become less dependent 
on either public support or other people for financial and daily living 
needs and have learned to live normal or nearly normal lives. However, 
many other mentally disabled persons enter, reenter, or remain in 
26Ib1'd, 575 p. • 
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public institutions when they could be treated in the community. 
Others have been placed into substandard and crowded facilities in 
unsafe neighborhoods, or facilities that could not or did not provide 
needed services or assurance that they would receive needed services.
27 
Many factors contributing to the problems that states have with 
deinstitutionalization of the mentally ill are due to the fact that 
the responsibility of these individuals is unclear, roles and respon-
sibilities of agencies are not clearly defined, understood or accepted. 
When mentally ill persons are released from institutions, responsibil-
ity for their care and support frequently becomes diffused among 
several agencies and levels of government. Thus, many patients were 
discharged without adequate planning for their return to the commu-
nity, which in turn resulted in their living in substandard and 
dehumanizing circumstances. The Government Accounting Office Report 
for 1977 indicates deinstitutionalization of the mentally ill has not 
received full and well-coordinated support from the community. The 
transition of patients from institutions to community living were not 
handled well in many instances. Planning for patients' transition 
was often fragmented and uncoordinated. Specific and comprehensive 
needs were frequently not identified at the time of release. Formal 
referrals were not always made, and follow-up was inadequate in the 
community. Inappropriate settings were being used. Many mentally 
ill patients were released from institutions and placed in overcrowded 
substandard and dirty facilities without provisions being made for 
27
comptroller General of the United States, "Returning the 
Mentally Disabled to the Community: Government Needs to Do More," 
(Report to Congress, January 7, 1977), p. 14. 
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needed services. The only service being provided to many released 
mentally ill persons was medication. 
Many mentally ill persons being released from institutions 
have neither families who want them nor financial or social resources 
to secure adequate housing. So many live in boarding and nursing 
homes, most of whose operators have not had much experience with 
mentally ill patients. With few exceptions, there is no planned 
program of activities for them, and they sit about aimlessly watching 
television or remain isolated in their bedrooms. For these conditions 
to be an improvement to the state hospitals is debatable. Some authors 
suggest that while in the community many patients experience a poor 
quality of life. "Patients are simply being moved from the back wards 
of the hospitals to the back alleys of the community." 28 Reich and 
Siegel describe the living situation for released patients in New 
York as follow: "Less noticed and less publicized, an even more 
oppressive and appalling state of affairs is unfolding as rooming 
houses, foster homes, nursing homes, and run-down hotels take the 
place of former back wards. Here the discharged patients are fre-
quently clustered, unsupervised, unmedicated, uncared for, frequently 
the prey of unscrupulous and criminal element. " 29 vJolpert, Dear and 
Crawford describe living conditions of patients who live in board and 
care facilities in California: 
28Maxwell Jones, "Community Care for Chronic Mental Patients: 
The Need for a Reassessment," Hospital and Community Psychiatry 26:2 
(February, 1975):96. 
29R. Reich and L. Siegel, "The Chronically Mentally Ill Shuffle 
to Oblivion," Psychiatric Annals 3(November, 1973): p. 40. 
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'Hhile there is little or no evidence to suggest that 
the residents are mistreated or exploited by the 
operators (of residential facilities), there is 
ample evidence of inadequate community facilities 
for their further rehabilitation, recreation or 
other support systems. At least half of the resi-
dents are not employable and their daily routine 
largely involves confinement to their home watching 
television and drinking beer. Some of those who 
are employed have found employment, become 
involved in county, religious, university and other 
volunteer programs which have been set up for their 
use. They may be seen walking in the streets, sit-
ting in the laundromat or cheap cafes, and some are 
recognizable by the characteristic 'drug shuffle,' 
bowed head and shabby appearance.30 
Similar trends persist all over the United States. In Janu-
ary, 1970, a survey was made of 200 former mentally ill patients who 
were living in ten boarding homes in the Denver area. In general, 
the findings indicated a wide range in the type of care available in 
the boarding homes. Boarding home owners tended to think of them-
selves as operating subhospitals, where residents received medical 
care and kept their appointments with their doctors, but they did not 
h . h . 1 f h . 
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see t e1r omes as an 1ntegra part o t e commun1ty. 
Most of the difficulties that the deinstitutionalized mentally 
ill persons encounter with boarding home operators is due to the lack 
of adequate liaison between staff at the hospital and the boarding 
home operators. This can be viewed as the lack or withdrawal of 
interest in patients after they are released from the hospitals. 
30J. Wolpert, M. Dear, and R. Crawford, "Mental Health Satellite 
Facilities in the Community," Presented at National Institute of Hental 
Health, Center for Studies of Metropolitan Problems Seminar Series, 
(Rockville, Md., January 24, 1974). 
31 Jones, "Community Care," p. 95. 
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Jones indicated in his article that the case for the resocia-
lization of former mental patients in nursing homes is even more 
gloomy. With the current fashion of emptying the state hospitals, 
boarding homes not only are tending to become the community equivalent 
of the earlier back wards, but also are trying to fulfill the function 
of the disturbed back wards. In the Denver metropolitan area, there 
are seventeen nursing homes with locked wards. This fact reinforces 
the impression that nursing homes are tending to become custodial 
institutions. Hentally ill patients are being cared for by staff who 
have little or no training in psychiatry and the emphasis is still 
on medical rather than psychiatric care. 
Although the various alternative living arrangements such as 
halfway houses, homes for the aged, boarding homes, nursing homes, 
residential hotels, etc., which have been designed for the housing 
of mental patients in the community, have often in some instances 
been found and even preferable to hospital residence, most reports 
indicate that on a widespread basis they usually have fallen short 
of the desired goal of providing a humane environment. 
32 
With the inadequate facilities that deinstitutionalized 
patients are faced with, there is a critical need to identify the 
quality and care of service delivery. As increasing numbers of 
individuals are released from mental institutions, there becomes 
increasingly greater need for some form of aftercare. Aftercare is 
32Leona L. Bachrach, Marital Status and Mental Disorders: 
An Analytical Review, (Mental Health Statistics Series D, No. 3; 
Rockville, Md.: National Institute of Mental Health, 1975), p. 7. 
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an essential part of service provided to the deinstitutionalized 
mental patients, and should be integrated in all forms of services. 
Roen described in his article, an evaluation of a concentrated effort 
to provide continued care for individuals that were released from a 
mental hospital. He stated that a community orientated program for 
aftercare would enhance the patient's chances for adopting to commu-
nity living and minimize his need for rehospitalization. With today's 
trend moving towards community care, the obligation of providing 
services for aftercare to patients has been left up to the Community 
Mental Health Centers. Community mental health aftercare programs 
vary greatly in organization and services provided. However, the 
common goal of all programs is to integrate the individual back into 
his family and the community. 
Studies have shown varying rates of receipt of aftercare for 
the mentally ill in the community. Woolley and Kane found that of a 
sample of 143 patients, 125 of them should have received aftercare 
services from a Community Mental Health Center. Yet only 100 had 
contact with the center and only 43 patients were still receiving 
aftercare services. Evans, Goldstein and Rodnick studying eighty 
acute schizophrenics discharged after a short hospitalization, found 
that 43 percent never went to a Community Mental Health Center, an 
additional 36 percent went from one to five times, and only 21 per-
cent went six times or more. Gunderson, Autry and Moser reported 
that only 35 percent of schizophrenic patients who had enrolled for 
outpatient treatment actually received any treatment. Weiner, Place 
29 
and Alrmed in a study of patients discharged from a closing California 
state hospital, estimated that only 10 percent of the patients were 
seen by Community Mental Health Centers. Davis, Dintz and Pasamanick 
reported, during a five year follow-up of 126 schizophrenic patients 
only 60 percent had attended a clinic. Kirk, in his study on the 
effectiveness of cmrnnunity services for discharged mental hospital 
patients found that out of 579 discharged patients, 319 (55 percent) 
of patients received services from Community Mental Health Centers. 
Often aftercare programs are geared to provide the assistance neces-
sary to insure that the individual can effectively cope with the 
situations that preceded institutionalization, and if possible insure 
the general betterment of the individual's living condition. However, 
at the most fundamental level, the one overriding goal of any after-
care program is to insure that assistance is provided to prevent 
reinstitutionalization. 
Zusman and Lamb indicate that many criticisms of the community 
mental health movement have been well deserved, particularly those 
related to the failure to serve the many thousands of severely dis-
abled long term psychiatric patients who have been discharged from 
state hospitals. It has become increasingly apparent that society 
has chosen the easy and cheap way out. Instead of providing these 
patients with the community treatment and rehabilitation they need, 
they are placed in community settings where they live impoverished 
lives that resemble their experiences in the state hospitals. Com-
munity Mental Health Centers are turning away from psychodynamics, 
psychotherapy and meaningful interactions with patients. Treatment 
30 
in aftercare programs consist primarily of medication, and minimal 
stimulating environment is often provided to patients regardless of 
individual characteristics or needs. Instead of providing high pri-
ority to aftercare, most community services to the mentally ill have 
been limited in scope, inadequately financed, uncoordinated in organi-
zation and ineffectual in accomplishments. 
Various authors have noted that several factors seem to con-
tribute to the underutilization of aftercare services by discharged 
mentally ill patients. The failure to establish liasions between 
hospitals and community-based facilities is the primary cause of 
inadequate follow-up services. Although treatment policy suggests 
that active treatment of discharged patients should be initiated by 
the center in cooperation with the hospital, studies have shown that 
patients had to initiate contact. Thus, communication between hospi-
tals and community-based agencies seem to be one of the major causes 
f d "1" . 33 o un erut1 1zat1on. The use of nursing homes for the continued 
care of discharged patients also contribute to the underutilization of 
community-based aftercare services. Also, feelings of dissatisfaction 
by the patient, the provider or both can contribute to the underutili-
zation of aftercare services for the deinstitutionalized population. 
Together, these problems lead to considerable deficiency in the con-
tinuity of aftercare services, and points out the need for improved 
33F. Ross Woolley and Robert L. Kane, "Community Aftercare 
for Patients Discharged from Utah State Hospital: A Follow-Up Study," 
Hospital and Community Psychiatry 28:2 (February. 1977): 116. 
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communication between hospital and community-based facilities in plan-
ning aftercare treatment for the deinstitutionalized mentally ill. 34 
The deinstitutionalization movement was introduced almost over-
night with little attempt to prepare the general public for the return 
of the mentally disabled to the community. It was assumed that the 
community would be responsible for and help to look after the thou-
sands of mental patients who were being released from mental institu-
tions. However, the community resisted and opposed dealing with the 
presence of mentally ill patients in their midst. Released patients 
are not welcomed into the communities with open arms. Instead, they 
are often faced with formal and informal attempts to exclude them from 
35 the community by using city ordinances and zoning codes. Citizens 
who object to the mentally ill coming back to the communities have 
protested and public officials oppose because they say former 
patients are overloading public health services. Opponents to the 
deinstitutionalization movement have accused the state of throwing 
patients "out of their beds and into the streets" for the sole reason 
f 
. 36 o sav1ng money. 
"Returning patients to their families is, of course, a logical 
step in the deinstitutionalization movement. Yet as progressive as 
that movement is, it may be causing serious crises in the lives of 
34Ibid. , p. 117. 
35Anthony A. Cupainolo, "Community Residences and Zoning 
Ordinances," Hospital and Community Psychiatry 28:3 (Harch, 1977):208. 
36 John W. Ashbaugh and Valerie J. Bradley, "Linking Deinstitu-
tionalization of Patients with Hospital Phase~Down: The Difference 
Between Success and Failure," Hospital and Community Psychiatry 30:2 
(February, 1979): 107 .. 
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those families who are now responsible for the care and rehabilita-
tion of relatives released from mental hospitals." The presence of 
patients living with their families often places emotional and social 
strain on their families, and families feel trapped. The failure to 
monitor family patient conditions at home and to provide institutiona-
lized mechanisms for support and relief may cripple the community 
37 movement. 
The majority of mentally ill patients released from hospitals 
cannot call upon a viable network of interpersonal resources to pro-
vide housing and essential psychological supports. "To be connected 
to others, to belong, to receive social support when it is needed and 
to be able to give it in return is an important part of mental health. 
A healthy society provides opportunities for people to be connected 
in these ways, in forms and association of their choosing, and provides 
special help for those unable to avail themselves of such opportuni-
ties."38 Support systems for the mentally ill can help to contribute 
to a sense of well-being and help them in functioning adequately in the 
community. People rely naturally, and differentially, for everyday 
support and for emergency assistance on relatives, neighbors, and 
friends. These social networks are also a key resource in daily coping 
for the average person. Among the important functions of these net~ 
3 7 William Doll, "Family Coping with the Men tally Ill: An 
Unanticipated Problem of Deinstitutionalization," Hospital and Community 
Psychiatry 27:3 (March, 1976)~ 184. 
38Task Panel Reports: Submitted to the President's Commission on 
Mental Health, Volume 11 Appendix (1978), p. 231. 
. - -----------------------------------------------------~ 
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works are: the maintenance of social identity; the provision of 
emotional support; the provision of mutual aid and services; access to 
39 
information; and access to new social contacts and new social roles. 
Naturally occurring social support systems can provide models of the 
traditional problems of self-help, mutual help, help seeking and help 
accepting that are customary in specific populations and communities, 
and are sensitive to cultural and subcultural variations. As such, 
they constitute models for development of professional therapeutic 
strategies and delivery systems which may be especially powerful, 
40 meaningful, and acceptable. 
Mental health services should be offered to individuals which 
would build first on their own assets and strengths, maintaining and 
cultivating their membership in social networks and natural communities 
in the least restrictive environment. This would mean developing 
methods which could identify and assess the functioning of an indivi-
dual's natural support systems, and establishing, where appropriate, 
linkages between the natural support systems and the professional 
caregiving systems based on a respect for privacy and on genuine 
cooperation and collaboration, not cooptation and control. As corol-
lary of this approach, when the natural support system is ineffectual 
or absent, the appropriate professional role would be to strengthen, 
39Task Panel Reports: Submitted to the President's Commission 
on Mental Health, Volume II Appendix (1978): 234 .. 
40Ibid., 236. 
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supplement, or stimulate the development of social support systems 
in the natural environemnt, if at all possible.
41 
The establishment of support systems are sorely needed to pro-
vide efficient services to the mentally ill. Support systems can be 
most efficient and effective if integrated into a comprehensive 
approach, with developing models between professional systems and 
natural support systems, based on understanding of the contributions, 
strengths and weaknesses of both. The utilization of social and com-
munity support systems can provide for constructive innovation and 
systemic change in the mental health system, moving toward a compre-
hensive service system with a holistic orientation that would remedy 
some of the defects of our present fragmented and uncoordinated 
efforts. 
The limited range of available services, the fragmentation of 
services, the inaccessibility of services, as well as the precipitate 
manner in which community service networks have sometimes come into 
being combine in such a way as to raise serious questions and doubts 
. h h . i . 1 42 concern1ng w et er pat1ents are gett ng opt1ma treatment. Commu-
nity services may prove to be less accessible to mental patients than 





service hours are limited, it takes more time to get to the agency 
due to distance and more financial resources are required to travel 
. 43 to agencl.es. 
Mentally disabled patients demonstrate powerful dependency needs 
which are frequently expressed as an aggressive dependency on family 
institutions. Thus, treatment programs should provide patients with 
abundant support while in the community and allow only a reasonable 
degree of dependency on community treatment resources. In order to 
facilitate the individual's return to the community to function ade-
quately in a "normal manner," agencies should provide in their treat-
ment program certain skills and assistance to enhance these indivi-
duals' chances for success. 44 
Over the past decade, increasing numbers of psychiatrically 
disabled individuals have been discharged to the community, greatly 
reducing the population of state mental hospitals. The transition, 
however, from the hospital to the community is causing severe problems 
throughout the United States. Rehabilitation, continuity of care, nor 
reintegration of psychiatrically disabled persons into the community 
has been attained. Returning patients to the community has extended 
the "Philosophy of Custodialism" into the community rather than ending 
43Leona L. Bachrach, "Deinstitutionalization: An Analytical 
Review and Sociological Perspective, (Mental Health Statistics, Series D, 
No.4, Rockville, Hd: National Institute of Nental Health, 1979), p. 23. 
44 Mary Ann Test and Leonard I. Stein, "A Community Approach to 
the Chronically Disabled Patient," Social Policy (May/June, 1977):10. 
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it at the state hospital. He also states that Community Mental Health 
Centers have become expensive inefficient baby-sitting services for 
the severely disturbed. 45 
One can also assume from the review of the literature that many 
times mentally ill individuals who are released into the community are 
unemployed, financially dependent, and living in housing that is often 
times grossly inadequate. Medical care and supervision are frequently 
lacking, social isolation is severe, and simple social-recreational 
opportunities are almost totally absent. 
To help facilitate and provide rehabilitation facilities within 
the community, so that the severely disabled mentally ill can develop 
their potential for community living, various rehabilitation models 
such as Fountain House, have been developed to guide and assist in the 
achievement of this objective. Fountain House, a voluntary organiza-
tion established in 1948, for the purpose of assisting discharged 
psychiatric patients adjust to community living, has helped many men 
and women stay out of the hospitals and return to productive life in 
the community. 
Psychiatrically disabled individuals have tremendous handicaps, 
brought on not only by mental illness itself, but by years of hospita-
lization. The treatment model that Fountain House established set out 
to help strengthen the deinstitutionalized individuals' social and 
vocational adjustment. They believe that if former patients have the 
45 Charles E. Roderick, "Community Mental Health: Service or 
Babysitting?" Urban Health (September, 1977):10. 
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opportunity to obtain decent housing, a place to become active parti-
cipants in programs to develop their social and vocational strengths, 
and have the opportunity to experience work in the normal business 
community, the majority will demonstrate the capacity to establish 
independent and productive lives for themselves in the community. 
The pre-vocational programs established in this model, empha-
sizes the fact that regardless of the level of disability, it is 
believed that each person has a contribution to make. Using this 
concept, Fountain House established the "clubhouse," where each 
client is a member of a club, they work daily in teams, running 
various activities such as clerical, maintenance, snack bar, garden, 
kitchen, and thrift shop. On these teams they learn basic work skills 
and cooperation. lVhen ready, members are placed in part-time and later 
full-time transitional employment. The final step for each member is 
to move to independent full-time employment. Each person remains a 
member throughout and return for friendship when needed. Social and 
recreational programs are available, and they present a variety of 
opportunities for clients to interact with each other. 
The Fountain House model for rehabilitating the deinstitutiona-
lized mentally ill, has become a national and international leader in 
the field of psychiatric rehabilitation. It has served as a model for 
programs in other cities and states throughout the country. 
CHAPTER III 
CONCEPTUAL FRAHEHORK 
The social systems approach which is basically the integration 
of different theories into a single framework, will comprise the 
conceptual framework employed in the understanding of the organiza-
tions that deliver service to the deinstitutionalized mentally ill, 
and in understanding the behaviors of the recipients of mental health 
services. The concept of "anomie" describes the relationship 
between society and individuals, who by occupying a marginal status 
in the social system, feel estranged from it. Subsequent research 
has shown that there is a relationship between poverty and ill health. 
The poor fare less well than the affluent in almost every measure of 
health, both physical and mental, and they have far more difficulty in 
gaining access to adequate medical care. 46 The mentally ill tend to 
feel alienated or anomie from their community. In Chestang's frame-
work, he used the concept "impotency," to describe feelings of power-
lessness. An important characteristic of the mentally ill is their 
sense of powerlessness, that is, the feeling that they cannot influ-
ence their community or control their own destiny. 
46John Kosa and Irving Kenneth Zola, Poverty and Health: 
A Sociological Analysis, (Cambridge: Harvard University Press, 
1975)' p. v. 
38 
39 
The privileges of life can be described as intangible social 
and psychological possessions. They include a relationship to the 
social power, a participation in making decisions that affect the 
community, an ability to realize one's own decisions and plans, and 
a possession of knowledge.
47 ~1entally ill persons in this society 
are alienated from gaining access to the privileges of life due to 
their sense of powerlessness. Thus, one can see where wealth helps 
toward successful participation in competition and promotion of a 
healthy way of living. While poverty on the other hand restricts it. 
In this economy the most important services are either insti-
tutionally marketed or dispensed by the government. The federal 
government is primarily responsible for allocating funds to agencies 
and institutions for the delivery of mental health services to the 
less privileged (the poor). Haggstrom states that powerlessness is 
the critical factor in the psychology of poverty, mirroring the 
enforced dependency of the poor on the agencies of society.
48 
The sense of powerlessness provides an important hypothetical 
link to the development of psychiatric disorder. Most of the social 
factors that help to explain the association of social class and 
psychiatric disorder can readily be understood as stimuli to an 
increased sense of powerlessness. Evidence points out that the lowest 
social classes have the highest rates of severe psychiatric disorder. 
47Ibid., p. 3. 
48Ibid., p. 175. 
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And, due to their sense of powerlessness, they are void of the power 
1 h . h . 49 to centro t e serv1ces t ey rece1ve. 
Persons in disturbed emotional states have learned maladaptive 
behavior from interaction with their family, with significant others 
in their environment, and from faulty coping habits in their inter-
faces with the community as a whole. Freud's theoretical framework 
contributed to the knowledge of environment influences on behavior--
"Process of Internalization." It is largely on the basis of Freud's 
theoretical framework that one can meaningfully speak of mental ill-
ness as a disorder of living. 
The classical theory of organization sometimes called the 
"machine theory" was expounded by Max Weber in his theory of bureau-
cracy in 1921. In this theory, the organization, not the individual, 
is of most importance, that is, the individual is essentially a 
physiological unit. The organization is viewed as a machine with 
interchangeable parts and clearly identifiable operations, individual 
k d . h h. 50 wor ers are treate as a part or gear 1n t e mac 1ne. 
There are three principles to the classical theory of organiza-
tion: firstly, division of labor, with each unit performing specific 
tasks or a departmentation or sub-division of activities into units, 
each unit with clearly differentiated function with a separate super-
vision. Secondly, a pyramid of control, with each unit subordinate 
49
Ibid., p. 176. 
50Ralph E. Anderson and Irl Carter, Human Behavior in the Social 
Environment: A Social System Approach, (Chicago: Aldine Publishing Co., 
1978), p. 66. 
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to the one above it in the hierarchy, positions are differentiated and 
positions are in relation to status. Thirdly, there is a unity of 
control, with centralized control coming from the top of the hierarchy. 
Operations and activities are carried out by various departments as 
51 designated from the top. 
Classical theory emphasizes sub-division of labor, with 
differentiation of responsibility and authority. Regulation, control 
and rationality of the organization are prime characteristics in the 
classical theory of organization. In Weber's theory of bureaucracy, 
he concerned himself with the make-up of organizations which he 
describes as having hierarchy, order, rationality, and impersonality. 
In this view, the organization, not the individual was of most impor-
tance. 
A formal, rationally organized social structure involves 
clearly defined patterns of activity in which, ideally, every series 
of action is functionally related to the purposes of the organization. 
In such an organization, there is an integrated series of offices, of 
hierarchized statuses, in which inhere a number of obligations and 
privileges closely defined by limited and specific rules. Each of 
these offices contains an area of imputed competence and responsibility. 
Authority, the power of control which derives from an acknowledged 
status, inheres in the office and not in the particular person who 
performs the official role. 52 
51Ibid. 
52 
Robert K. Merton, Social Theory and Social Structure, (New 
York: The Free Press, 1968), p. 249. 
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The ideal type of formal organization is bureaucracy and, in 
many respects, the classical analysis of bureaucracy is that by 
Max Weber. Weber indicates bureaucracy involves a clear-cut division 
of integrated activites which are regarded as duties inherent in the 
office. If the bureaucracy is to operate successfully, it must attain 
a high degree of reliability of behavior, and an unusual degree of 
conformity with prescribed patterns of action. 
The make-up of an organization is influenced by its personnel 
as well as its goals. Organizations have multiple goals (the end 
toward which work is aimed) and tasks (activities carried out in 
service of goals), although each organization has a primary goal/task 
f . 1 53 o surv1va . The Community Mental Health Centers Act of 1963 and 
its amendments spell out the specific goals of the Community Mental 
Health Centers. These centers set out to achieve these goals with 
specific tasks. The definition of the tasks and goals are important 
because they provide the basis for decisions and the mode of work 
and the technology that will be employed and affect the organization's 
success. 
In the human service field, the process of defining, and the 
definitions arrived at for primary tasks and goals may general con-
flicts, particularly if the definitions are developed and shared only 
among top managements. The tasks and goals will be open and subject 
to distortion, fluctuation, and confusion from subordinates and the 
53 Leroy Wells, Jr., "An Introduction to Organizational 
Diagnosis," P. 243. 
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larger connnunity, Often times, the goals and tasks of Connnunity 
Mental Health Centers are distorted due to the lack of connnunication 
between individuals and agencies. This results in conflict among the 
service providers, thus, patients receive inadequate services. Often 
times, the ambiguity and lack of clarity regarding task definition as 
major consequences for the system by providing the opportunity for 
competing, incompatible goals and nonrelevant task behavior to emerge. 
Ambiguity and confusion in Community Mental Health Centers can also 
result because there are external and internal definitions. This 
often occurs when the sociopolitical milieu in which the organization 
is embedded does not permit an organization to make its primary task 
overt and explicit because to do so would endanger its existence and 
survival. 
Mental health organizations have managed to have high goals in 
the service of mankind, yet there is domination of mostly one seg-
ment of society. The providers of services on the inside of the 
organization tend to protect their "turf" from the invasion by the 
54 group or segment of the population they serve. Those who staff 
the community mental health organizations have tended to carry with 
them their values from the wider society. Often, these values have 
superceded their concern of those in need of mental health services. 55 
Therefore, the beliefs and values held by the wider society (policy 
54 Lawrence E. Gary, Mental Health: A Challenge to the Black 
Community, (Philadelphia: Dorrance and Company, 1978), p. 218. 
55Ibid., p. 219. 
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makers and providers.) are carried over to the community programs. 
Gil, in his discussion of the conceptual 1t1odel of social policies 
stated that there are certain forces that influence social policies. 
There are constraining variables of beliefs, values, ideologies, 
customs, and traditions which each policy maker and service provider 
will hold. These beliefs and values will influence resource develop-
ment (provision of service), status allocation (providing the neces-
sary personnel to perform the task), and rights distribution (rights 
. ) 56 to servJ.ce . 
Caplow indicates that an organization is a social system that 
has an unequivocal collective identity, an exact roster of members, 
a program of activity, and procedures for replacing members. In 
addition, Caplow's framework of organizational ideology and function 
can be seen as relevant to mental health organizations. His ideo-
logies of an organization includes a double function. On one hand, 
it rallies members in a common cause, reinforces their commitment, 
and creates psychological barriers against desertion by typing their 
affiliation to organizational loyalties and values. At the same time, 
by linking the organization's practical goals to wider purposes shared 
with outsiders, an ideology provides ways of wooing allies and 
isolating enemies. 
One assumption that can be made about Community Mental Health 
Centers is that as an organization, it is a functioning system, a group 
56navid G. Gil, Unravelling Social Policy, (Cambridge, Massa-
chusetts: Schenkman Publishing Company, 1976), pp. 27-29. 
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of parts united by some form of regular interaction or interdepen-
dence in such a way that they form a unified whole. The concept of 
system is crucial in understanding Community Mental Health Centers. 
It emphasizes the inter-relatedness of parts and suggests the 
importance of interpreting an individual part only in context of the 
whole. 
The definition of a social system as defined by Olsen is: 
A social system is a model of a social organization 
that possesses a distinctive total unit beyond its 
component parts, that is distinguished from its 
environment by a clearly defined boundary, and 
whose units are at least partially interrelated 
within relatively stable patterns of social order. 
A social system is a bounded set of interrelated 
activities that together constitute a single 
entity. 57 
Individuals, small groups, families, neighborhoods, communi-
ties and organizations are all regarded as systems. These systems 
are comprised of common characteristics, and they interact and influ-
h h b h . 58 ence eac ot ers e av1or. 
The concept of deinstitutionalization of psychiatrically 
disabled individuals can be illustrated using the systems model to 
show how different entities involved in aftercare treatment to the 
deinstitutionalized population are interrelated and influence each 
other. The diagram illustrating this can be seen in Figure 1. 




THE SYST~1S APPROACH TO SERVICE DELIVERY FOR DEINSTITUTIONALIZED INDIVIDUALS 
State 
Mental (24 hr. residential care) 
Hospital- _ - -
--Church ---Recreation Facilities _. 
Community-based Program;- --- --





Family Care Home 
Boarding Home 
Group Home 
--- Private Home 
Apartments 
-- Work Activity Programs Sheltered Horkshops 
Full/Part-time Employment 
The state mental hospitals, programs and facilities 
in the supportive environment and the natural envi-
ronment must work cohesively in rehabilitating the 
psychiatrically disabled to maintain themselves in 
the community. 
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In the context of systems theory the organization is viewed 
as one element of a number of elements which interact interdependently. 
The flow of inputs and outputs is the basic starting point in the 
description of the organization. What occurs in the organization is 
"transfer of energy" between elements (persons or group of persons). 
The organization takes resources (its inputs) from the larger system 
(its environment), processes these resources, and returns them in 
changed form (its output). The transfer of energy is the prime func-
tion of all organizations (social systems). The survival of the 
organization depends upon how well it satisfies society. An organi-
zation will cease to exist when it no longer contributes to the larger 
system of which it is a part. It will no longer contribute when it 
. . ff . 59 l.S l.ne ect1ve. 
The concept of the organization as a system which is related to 
a larger system introduces the importance of feedback. The organization 
is dependent upon the environment not only for its input, but also 
for the acceptance of its outputs. It is imperative, therefore, that 
the organization develops means for adjusting to environmental demands. 
The means for adjustment are information channels which enable the 
organization to recognize these demands. 6° Feedback is an important, 
dynamic process by which an organization can learn from its mistakes. 
An example of Community Hental Health Centers as it relates to the 
59James L. Gibson, John M. Ivancevich and James H. Donnelly, Jr., 
Organizations: Structure, Processes, Behavior, (Dallas, Texas: Business 
Publications, Inc., 1973), pp. 23-25. 
60Ibid., p. 25. 
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systems theory can be illustrated as follows: the inputs of a 
Community Mental Health Center are its professional and administra-
tive staff, equipment, supplies, and patients. The patients are 
processed through the application of psychiatric and medical knowledge, 
support therapy and treatment. To the extent that patients are 
restored to a normal level of mental functioning, able to maintain 
themselves, receive adequate support and maintain themselves in the 
community, the Community Mental Health Center is effective. Systems 
theory not only look at the goal directed function of organizations, 
it also places emphasis on the non-goal functions, as custodial 
activities and general maintenance, that is, how the particular 
organization maintains itself. 
In mental health organizations, Blacks have not had the 
opportunity of full participation either as administrators or pro-
viders of services. The racial composition of the management and 
treatment staff of organizations serving the psychiatrically disabled 
are not representative of and knowledgeable about the Black population 
which the agency services. As a result the programs, goals, objec-
tives and activities are not set up to meet the needs of the clientele. 
The major element in organizations with structures that syste-
matically exclude Blacks is racism. 
Racism is the systematic exclusion of a people 
from societal participation, for example: (psycho-
social and economic participation), based on color, 
using oppression and discrimination to ensure pre-
judice of people and institutions against those of 
color, formally and informally, by any means possi-
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ble. The behavior resulting from exclusionary 
policy is hoth individual and institutional 
racism. From individual racism emerges 
administrative racism.61 
Both personal and institutional racism must be seen as key 
variables related to stressful events in the life of Black people. 
Racism is a significant factor which influences the delivery of social 
and health services to the Black community. Stressful situations, 
such as family instability, child abuse and neglect, inadequate nutri-
tion, poor physical environment and inequitable economic participation 
in the Black community, are clearly linked to the racial discrimina-
tion in American society. 
The social and environmental factors which impinge upon Black 
people and other minorities, are the primary causes for their frustra-
tion and despair precisely because they are prevented by systematic 
forces from constructive achievements. The environment which an 
individual lives in has tremendous impact on his health, especially 
his mental health. Black and white environment differ in nature and 
degree, yet white behavior is used as the normative standard for 
evaluating the behavior of Blacks. 
Chestang states that, 
61 
The Black man is not a marginal man but a 
bicultural man. He does not live on the 
fringes of the larger society; he lives in 
both the larger society and the Black society. 
The experience of functioning in two cultures 
Gary, Mental Health, p. 212. 
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results in dual responses. Black people 
have two ways of coping with the tasks, 
expectations, and behaviors required by 
his condition .•• The experience and condi-
tion of being Black in American society 
has resulted in the development of two 
parallel and opposing though structures--
each based on values, norms, and beliefs 
and supported by attitudes, feelings, and 
behaviors--that imply feelings of depre-
ciation on the one hand and a push for 
trancendence on the other.62 
The physical, social, political, economic and other environ-
mental forces influence the mental health of an individual and his 
community in general. The individual's functioning must be viewed 
within the context of the social, political, economic, and other 
institutional forces with which the individual must cope. The 
mental health of Black individuals cannot be properly assessed in a 
vacuum. The mental health of Black people must be viewed within 
the context of the total cultural and societal systems as well as 
within the perspective of the Black community. 
Poverty represents problems of unemployment and underemploy-
ment, the condition of the aged, the situation of Black people in 
this country, consequences of physical illness, inadequacies in the 
welfare system, migration, inadequate preparation and deterioration 
of the urban environment and deterioration of rural area. 
The problems posed by poverty are the same problems that are 
precipitating factors in mental illness. Unemployment sometimes 
62 Leon W. Chestang, Character Development in a Hostile 
Environment, (University of Chicago: School of Social Service 
Administration, 1972), p. 7. 
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lead to psychiatric disorder, it is the precipitating factor for many 
psychiatric disorders, when it is seen as or experienced as a threat, 
loss, disruption, or provocation to individuals. 
The situation of poverty ••• is the situation of 
enforced dependency, giving the poor very little 
scope for action, in the sense of behavior under 
their own control which is central to their needs 
and values. This scope for action is supposed to 
be furnished by society to any person in either 
of two ways. First confidence, hope, motivation, 
and skills for action may be provided through 
childhood socialization and continue as a rela-
tively permanent aspect of the personality. 
Second, social positions are provided which make 
it easy for their occupants to be implemented in 
their futures. 11iddle class socialization and 
middle class social positions, customarily both 
provide bases for effective action. Lower class 
socialization and lower class social positions 
usually both fail to make it possible for the 
poor to act.63 
Powerlessness, as discussed by Haggstrom, is the critical 
factor in the psychology of poverty, mirroring the enforced depen-
dency of the poor on the agencies of society. Powerlessness repre-
sents one form of poverty, which is the absence of power to control 
goods and services. 
For the individuals with psychiatric disorders, powerlessness 
in the market, results in other forms of powerlessness in society 
which evolves in powerlessness in the individual's economic situation, 
social status and political control. Individuals in the lower social 
classes most frequently sense their powerlessness in economic choices, 
in social and occupational decisions, and in political access. 
63 Kosa and Zola, Poverty and Health, p. 174. 
52 
The sense of powerlessness provides an important hypothetical 
link to the development of psychiatric disorder. Factors that 
explain the association between social class and psychiatric disorder 
can be seen as stimuli to an increased sense of powerlessness. The 
sense of powerlessness is an important psychological variable that 
can be associated with social class position and to social disruptions 
and transitions that are frequent among the lower social classes. 
Powerlessness also provides a useful relationship to the development 
of psychiatric disorder. 
The lower social class categories are disproportionately 
represented by Blacks. Individuals from lower social classes are 
more likely to be extruded and hospitalized, and are more likely to 
receive more serious diagnoses and inadequate treatment. Schizo-
phrenia accounts for the largest proportion of psychotic disorders 
among the lower social classes especially among Blacks. 
The higher the class, the greater the probability for mental 
illness to be diagnosed as neurosis resulting from tensions inher-
ently no different from non-Blacks of comparable class levels. The 
lower the class, the greater the chance of mental illness to be 
diagnosed as psychosis, resulting from prejudice, discrimination, 
and other forms of negative treatment. 
Minority clients, especially Blacks and lower 
income persons consistently receive inaccurate 
diagnoses and prognoses. These particular 
groups are frequently diagnosed as being 
severely disturbed. Diagnosticians may attach 
different pathological significance to similar 
symptoms or behaviors in Black clients and in 
white clients. There also seems to be a greater 
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tendency to label certain symptoms as neurotic 
when they are exhibited by whites and label the 
same s~Etoms psychosis when they appear in 
Blacks.6 
Black clients are often underdiagnosed in some areas and over-
diagnosed in others areas. In hospitals, sometimes Blacks are given 
selected treatment or no treatment at all if the symptoms they exhibit 
are believed to be "cultural characteristics." The subordination of 
an individual because he or she is Black or in the minority is an 
1 f . 65 examp e o rac1sm. 
64Richard Shapiro, Discrimination and Community Mental Health, 
"Challenging Institutional Racism," (U.S. Department of Health, Educa-
tion and Welfare: Alcohol, Drug Abuse, and Mental Health Administration, 
National Institute of Mental Health, 1975), p. 22. 
65 Ibid., p. 23. 
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Hypothesis 
Community-based services are not effective in helping the 
discharged patients function adequately in the community. (There is 
no consideration of the fact that over a period of time deinstitu-
tionalized patients will deteriorate in their general pattern or 
adjustment due to the lack of aftercare services). 
sitions. 
This study will attempt to prove the following specific propo-
1. Patients released from the hospital into the community 
will need continuity of aftercare services. 
2. Patients' readmission to the hospital will be a result 
of the lack of adequate aftercare services. 
3. The higher the rate of utilization of available after-
care services, the lower the recidivism rate. 
4. There is a lack of community support systems for dis-
charged patients. 
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Definition of Terms 
For the purposes of this study, there are certain terms which 
will be utilized. The terms as used in this study will be defined as 
follows: 
Adjustment: To conform to a new environment, conforming to 
new situations and/or conditions. 
Aftercare: The care or treatment an individual receives after 
he/she has been discharged from the hospital. 
Case Worker: A designated, assigned mental health staff 
member, who will provide monitoring, linking and initial planning 
activities for a client, especially between the hospital, Community 
Mental Health Center, family/caretaker, and other programs and 
resources available in the community where the client resides. 
Catchment Area: The Southside Catchment Area is a defined 
geographic area for provision of services. 
Community: An interacting population of various kinds of 
individuals living in a particular area. 
Community Mental Health Center: "A Community Mental Health 
Center is a public or nonprofit legal entity through which comprehen-
sive mental health services are provided principally to individuals in 
a defined geographic area."66 
66"A Citizen's Guide to the Community Mental Health Centers' 
Amendments of 1975," Title III of Public Law 94-63. 
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Community Mental Health.: "Community mental health encompasses 
all activities which are involved in the discovery, development and 
oranization of every facility in a community which affects all 
attempts which the community makes to promote mental health and to 
prevent and control mental illness. It can be regarded as the 
activities in any community which takes place primarily outside of a 
psychiatric clinic or hospital, although obviously any treatment 
activities are an important part of community mental health."67 
Community Support Systems: Community support systems include 
churches, community organizations, ministers, and individuals living 
in the community. 
Deinstitutionalization: "Deinstitutionalization may be 
defined as a process involving two elements--(1) the eschewal, shun-
ning or avoidance of traditional institutional settings, primarily 
state hospitals, for the care of the mentally ill; and (2) the con-
current expansion of community-based services for the treatment of 
these individuals."68 
Deteriorate: Person will gradually lose the ability to cope 
with stressful situations, unable to deal with problems in community 
living. 
Effective: The ability of an individual to live and function 
independently, to visit and/or talk to someone in the community and 
to be able to attend and participate in social functions. 
67Bloom, Community Mental Health, p. 37. 




Follow-up Care: The ability of the caseworker to maintain 
effective and continuous relationships with client and significant 
others. Developing planned service activies for client, involving 
service providers, agencies and client's natural support system. 
Function Adequately: Able to maintain self and overcome 
problems. Individual will engage self in satisfactory performance 
in connnunity related activities. 
Institutionalization: The placing of an individual in an 
institution for corrective or therapeutic purposes. (2) The process 
by which an individual adapts to behavior patterns characteristic of 
the institution in which he lives. A system of sanctions is associ-
ated with institutionalization, such that conformity to institutiona-
69 lized expectation is rewarded and deviance is punished. 
Mentally Ill: "Mentally ill persons are those experiencing 
problems in living, having continuous periodic episodes of depression, 
acute anxiety, personality disorders, psychosis, and problems relating 
to others. People are called mentally ill when their behavior reaches 
70 some point or degree outside established norms. 
Public Assistance: Refers to any governmental funded programs 
which grants financial assistance to individuals. 
Social Functions: To associate with others by attending social 
gatherings (e.g., parties, bars, discos, cinema, and church activities). 
69 B · • B W 1 D. . f B h . S . d enJ arn1n • · a man, 1ct1onary o e av1or c1ence, e • , 
(New York: Reinhold Company). 
70 Roederer, State Responsibilities to the Mentally Disabled, 
p. 43. 
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Support: To provide for or assist an individual by supplying 
with money or other tangible necessities. To give encouragement, to 
advocate, and to keep the individual from failing during stressful 
situations. 
Support System: "An enduring pattern of continuous or 
intermittent ties that play a significant part in maintaining the 
h 1 . 1 d h . 1 . . f h . d' 'd 1 . 
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psyc o og1ca an p ys1ca 1ntegr1ty o t e 1n 1v1 ua over t1me. 
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Gerald Caplan, Support Systems and Community Mental Health, 





This study focuses on the Southside Catchment Area of Fulton 
County, Atlanta, Georgia. Tracing individuals discharged from mental 
institutions in the community was difficult because there is no docu-
mentation of where people go after they leave mental institutions. 
The population of the Southside target area is approximately 
80,318. The ratio of mentally ill persons to mentally healthy persons 
in this target area is one to seven (1:7). The proportion correspon-
ding to mentally ill persons is one-eighth (1/8) of the total popula-
tion of the Southside target area which is 80,318. This amounts to 
approximately 10,040 persons. The sample size consists of 100 men-
tally ill individuals, which is about one percent (1%) of the total 
population of 10,040 mentally ill persons. 
The Sample 
The characteristics of the people who were eligible for parti-
cipation in this study comprise mentally ill individuals released from 
any of the Georgia State mental institutions since January, 1970; these 
mentally ill individuals reside in the Southside Catchment Area of 
Fulton County, Atlanta, Georgia. The sample of these persons include 
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both men and women of all diagnostic types, ranging in ages from 
twenty-one through s·ixty-five. 
In the Southside Catchment Area, the three boarding homes 
where discharged psychiatrically disabled persons are housed, and one 
Community Mental Health Center, the Southside Community Health Center--
Mental Health Unit, were selected for the purpose of selecting the sam-
ple for this study 
The first of these boarding homes was identified as having an 
all white population, the second as having an all Black population, and 
the third as being constituted of 50 percent of the Black and white 
races respectively. The names of all the residents were listed. Using 
the simple random sampling technique, subjects were selected to parti-
cipate in the study. 
A proportion of the participating population was selected from 
the Atlanta Southside Community Health Center--Mental Health Unit. The 
names of these deinstitutionalized individuals, who also receive ser-
vices from the Atlanta Southside Community Health Center--Mental Health 
Unit were identified and listed. As in the case of the participants 
from the boarding homes, the participants from the Mental Health Unit 
were selected using a simple random sampling technique. 
Data Collection Procedure 
A questionnaire was used as the data collection instrument. 
This questionnaire was pre-tested to identify any subtle factors which 
may influence the study, and to delete any irrelevant information. 
Questions designed to obtain information regarding the participant's 
61 
general characteristics, utilization of services from Community 
Mental Health Centers, the participant's living situation and the 
support that he or she receives from the community-based programs 
were asked. The questionnaire was administered using the direct 
interview process. Each interview took approximately thirty minutes, 
and the interviewing stage took two months. 
Hethods of Analysis 
The data was analyzed using frequency distribution, chi square, 
Cramer's V, and Phi. The statistical significance of the relation-
ship between variables were tested at a probability level of .OS. 
62 
Limitation of the Study 
This study is limited in that it applies only to the popula-
tion of deinstitutionalized individuals living in the Southside 
Catchment Area of Fulton County, Atlanta, Georgia. Therefore, nothing 
can be said or inferred about the opinions of deinstitutionalized 
persons in other parts of the country. 
The writer was also unable to trace individuals discharged from 
mental institutions into the communities because there is no documenta-
tion of where these discharged psychiatrically disabled persons reside 
after they leave these institutions. As a result, there was limitation 
in selecting the sample. 
CHAPTER V 
ANALYSIS OF RESULTS AND DISCUSSION 
The sample population for this study consists of one hundred 
deinstitutionalized mentally ill individuals. The ages of these indi-
viduals ranged from twenty-one to sixty-five years. The mean age is 
46.77 years, and the mode for this distribution is between ages fifty-
one through fifty-five. Sixty-two percent of the respondents are 
Black, 36 percent are white and 2 percent are American Indian. Sixty-
four percent of the respondents had less than a high school education, 
while 19 percent were high school graduates. Seven percent of the 
respondents between ages forty-one and sixty-five had some college 
education. When age is controlled by sex, race, and education, there 
was no significant statistical relationship. 
Table 1 


















Sex Distrihution of Deinstitutionalized Mentally Ill 
Individuals by the Composition of Household 
N=lOO 
Composition of Household 
Sex Family Li ve Alone Non-Relative Other 
Male 12 (44. 4%) 1 (51. 7%) 0 (0%) 
Female 15 (55. 6%) 1 2 48.3%) 2 (100% 
TOTALS 27 1 3 2 
2 d =3 P=.05 Accept H1 X =9.944 f 
Table 3 
Sex Distribution by Type of Housing for Deinstitutionalized 
Mentally Ill Individuals 
N=lOO 
Type of Housing 
Sex Boarding Private A artment Other 
~1ale 29 (50.9%) 10 (40%) 3 (18.8%) 1 (50%) 
Female 28 (49 .1%) 15 (60%) 13 (81. 2%) 1 (50%) 
TOTALS 57 25 16 2 
2 d =3 P=.05 X =5,413 Accept H f 0 
Table 1 shows that only a total of six percent out of the 
sample population of one hundred are married. Further analysis indica-
ted 57 percent are females and 43 percent are males. Forty-three per-
cent are single (never married), and the remainder are either separated, 
divorced, or widowed. These findings support the assumption that single 
persons, those who are single (never married), separated, divorced or 
widowed, are usually under greater stress and are more susceptable to 
mental illness. When marital status is controlled by age, there is a 
significant statistical relationship between age and marital status. 
Although 94 percent of the study population are single (never married), 
65 
separated, divorced, or widowed. Twenty-seven respondents live with 
members of thei:r family o:r relatives, and of these twenty-seven 
respondents 55.6 percent are females. Thirteen respondents live alone, 
of which 92.3 percent are females. The majority (fifty-eight respon-
dents) live with non-relatives, of which more than half (51.7 percent) 
are males. ~{hen comparison of household is controlled by sex, there 
is found a significant statistical relationship (see Table 2). Forty 
percent of the respondents lived with family members prior to hospita-
lization. However, upon their return to the community, many families 
did not want to assume the responsibilities of caring for individuals 
with psychiatric problems. This resulted in many discharged indivi-
duals being placed in boarding homes. In this study, fifty-seven 
respondents lived in boarding homes (see Table 3). 
Table 4 
Source of Financial Support Received by the Deinstitu-
tionalized Mentally Ill Individuals 
N=lOO 
Source of Income 
Social Security 
Social Security Disability 

















Medical Coverage Received by Deinstitutionalized 
Mentally Ill Individuals 









The major source of financial support for the study popula-
tion as indicated in Table 4 is from Social Security benefits. Forty-
two percent receive Social Security, 33 percent receive disability 
payments from Social Security, 32 percent receive Supplemental Security 
Income, and the remainder receive income from other sources. The 
majority of the respondents, regardless of age groups, race or sex 
were receiving some form of public assistance. Hedicaid and Medicare 
are reported to be the only sources of medical coverage (see Table 5). 
None of the respondents had private insurance, or other methods of 
payments. 
Table 6 
Percent Evaluation of Aftercare Services Received 
from Community Hental Health Centers 
N=lOO 
Aftercare Service Received Inadeguate Adeguate 
Group therapy 34 11 
Individual therapy 33 16 
Day treatment 29 17 
Recreational therapy 20 25 
Job training 2 1 
Psychiatric consultation 44 23 
Regulation of medication 14 61 
Housing support service 0 7 
Alcohol and alcohol abuse 0 0 
Follow-up care 2 0 















Aftercare Services that Deinstitutionalized Mentally Ill 
Individuals Need from Connnunity J'.1ental Health Centers 
Aftercare Services Needed 







Housing support service 
Group therapy 
N=lOO 















Age Distribution of 100 Deinstitutionalized Mentally 












X =24.471 d =7 
f 
N=lOO 
Ability to Work 
Yes No 
10 (17 .5%) 1 ( 2. 3%) 
2 ( 3.5%) 1 ( 2. 3%) 
9 (15.8%) 4 ( 9. 3%) 
10 (17.5%) 4 ( 9.3%) 
11 (19 .3%) 4 ( 9.3%) 
10 (17.5%) 9 (20.9%) 
3 ( 5. 3%) 5 (11. 6%) 
2 ( 3.5%) 15 (34. 9%) 
57 43 
P=.05 Accept H1 
*Interval 31-35 had zero responses, therefore is omitted. 
Table 6 indicates that 61 percent of the respondents receive 
regulation of medication and rated it as an adequate service. On the 
other hand, 44 percent reported that psychiatric consultation is inade-
quate. The researcher assumes from the responses that the two services, 
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regulation of medicati.on and psychiatric consultation does not support 
each other. Instead, it seems: that psychiatrists· consult very little 
with patients, but they do prescribed medication regularly because they 
know individuals are dependent on the medication in order to sustain 
themselves in the community. The deinstitutionalized individual's 
dependency on medication is also indicated in Table 7, where 67 per-
cent reported that regulation of medication is a needed service. Forty-
five percent of respondents also indicate that they need recreational 
therapy. Job training and follow-up care are also reported as services 
needed by the respondents in the study population. Table 8 shows that 
fifty-seven respondents are able to work. Many reported that they were 
unable to find employment or maintain stable employment due to psycho-
logical problems, lack of skills and their inability to cope with 
stressful situations. Many of the respondents who are able to work are 
concerned with jeopardizing their financial eligibility. When the 
variable, ability to work, is cross-tabulated with age, there is a 
significant statistical relationship between the two variables. The 
findings discussed above supports proposition 1--patients released 




Deinstitutionalized }fen tally Ill Individuals' Attitudes 
toward Adequate Aftercare Services by Sex 
N=100 
Sex Attitudes towards 
Adequate Aftercare 








17 (39. 5%) 
26 (60.5%) 
43 




38 (66. 7'1:5 
57 
Deinstitutionalized Mentally Ill Individuals' Attitudes 












13 (21. 0%) 





White American Indian 
21 (58.3%) 1 
15 (41. 7%) 0 
36 1 
H1 
Times Readmitted to the Hospital for Deinstitutionalized 
Individuals by Attitudes toward Adequate Aftercare Services 
Times Readmitted 
0 
1 - 3 
TOTALS 
2 
















Table 9 shows comparison hetween attitudes towards adequate 
aftercare services and sex. Sixty-·four percent of the study popula-
tion reported that they were not receiving adequate aftercare ser-
vices. Of the fifty-seven females in this sample population, 66.7 per-
cent reported that aftercare services are inadequate. Of the forty-
three males, 60.5 percent reported inadequate services. There is no 
significant statistical relationship between attitudes toward after-
care services and sex. Table 10 shows comparison between attitudes 
towards aftercare services and race. There is a significant statis-
tical relationship between attitudes towards aftercare services and 
race. Proposition 2--patients' readmission to the hospital will be 
a result of the lack of adequate aftercare services is tested in 
Table 11. However, there is no significant statistical relationship 
between times readmitted to the hospital and lack of adequate after-
care services. Thus, the findings do not support the proposition 
that patients' readmission to the hospital will be a result of lack 
of adequate services. 
Table 12 
Deinstitutionalized Mentally Ill Individuals' Utilization 
of Community Mental Health Center by Sex 
N=98 
Sex 
Utilization Hale Female 
Yes 26 (61.9%) 48 (85 .7%) 
No 16 (38.1%) 8 (14. 3%) 
TOTALS 42 56 









1 - 3 
4 - 6 
7 9 
TOTALS 








Comparisons are made between utilization of Community Mental 
Health Centers and sex (see Table 12). Fifty-six respondents as 
shown in this table are females, of the total, 85.7 percent utilized 
Community Mental Health Centers as compared to 61.9 percent of the 
male respondents. There is a significant statistical relationship 
between utilization of Community Mental Health Centers and sex. 
Table 13 shows comparison between times readmitted to the hospital 
by utilization of Community Mental Health Centers. In this table, 
proposition 3--the higher the rate of utilization, the lower the 
recidivism rate is tested. Of the seventy-four respondents who 
utilized Community Mental Health Centers, 55.4 percent were readmitted 
to the hospital one to three times and 28.4 percent were readmitted 
four to six times. There is a significant statistical relationship 
between times readmitted and utilization of Community Mental Health 
Centers. Therefore, the findings support the proposition. 
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Table 14 
Deinstitutionalized Individuals Who are Members of 
a Church by Sex 
N=lOO 
Member of Sex 
Any Church Male Female 
Yes 8 (18. 6%) 1 6 (28.1%) 
No 35 (81.4%) 4 1 (71. 9"~ 
TOTALS 43 5 7 
2 d =1 P=.05 Accept H X =1. 202 f 0 
Table 15 
Deinstitutionalized Individuals Who are Active in 
Church by Sex Distribution 
N=2L~ 
Active in Sex 
Church Male Female 
Yes 1 (12. 5%) 1 0 
No 7 (87.5%) 
TOTALS 8 1 6 




Deinstitutionalized Mentally Ill Individuals Talking 







Yes 23 (53.5%) 37 (64.9%) 
------~-----------+~~+r.~~---+--No 20 (46 .5%) 20 (35 .1%) 
------------------~-------------+--TOTALS 
2 
X =.899 d =1 
f 
43 57 





Deinstitutionalized Mentally Ill Individuals' Attendance 








7 (16. 3%) 




7 (12. 3%) 
50 (87.7%) 
57 
2 x =.078 df=1 P=.05 Accept H
0 
Table 18 
Age Distribution of 100 Deinstitutionalized Mentally 












Attendance at Social 
Functions 
Yes No 
4 (28.6%) 7 ( 8.1%) 
2 (14.3%) 1 ( I. 2% 
1 ( 7.1%) 12 (14 .0% 
4 (28.6%) 10 ( 11.6% 
l ( 7. 1%) 14 (16. 3% 
0 ( 0%) 19 (22.0% 
0 ( 0%) 8-( 9.3%) 
2 (14. 3%) 15 (17.4%) 
14 86 
x2=19.515 df=7 P=.05 Accept H1 
* Interval 31-35 had zero responses, therefore, is omitted 
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Table 19 
Activities wnich Deinstitutionalized Mentally Ill 






















*Activities stated here include babysitting, house-
hold chores and taking care of children 
Table 14 indicates that seventy-six respondents are not mem-
bers of any church. This is primarily due to the fact that indivi-
duals in the study population did not attend church while they were 
hospitalized. Upon returning to the community many reported that 
they felt alienated and ostracized, and so did not have any desires 
to attend church anymore. Of the twenty-four respondents who are 
members of a church, only eleven respondents are active in church 
(see Table 15). The female constitute 62.5 percent of the active 
members. Of the twenty-four respondents who are members of a church, 
ten respondents reported that they had a good relationship with the 
minister. Of the ten respondents, nine are females. Comparisons are 
made between talking to or visiting someone in the community by sex, 
attending social functions by sex' and age by attendance at social 
functions (see Tables 16, 17 and 18). Sixty respondents felt that 
they could talk with someone in the community. Of these sixty respond-
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ents·, thirty-seven are females, these thirty-seven females consti-
tute 64.9 percent of the female respondents. There is no statis-
tically significant relationship found between talking to or visiting 
someone in the community by sex. Only fourteen respondents in the 
study population attended social functions. Of these fourteen respond-
ents, seven are males, these seven males constitute 16.3 percent of 
forty-three males in the study population. There is no statistically 
significant relationship between attending social functions and sex. 
However, when attendance at social functions is controlled by age 
there is a significant statistical relationship. Individuals in ages 
ranging from twenty-one through fifty participated more in social 
functions. The fact that only fourteen out of one hundred respondents 
attend social functions may be the reason why 76 percent of the 
respondents spend time watching television and smoking cigarettes 
(see Table 19). The above findings support proposition 4--there is 
a lack of community support systems for discharged patients. The 
main hypothesis--community-based services are not effective in help-
ing the discharged patients function adequately in the community is 




The study findings indicate that the mental health system is 
failing to meet the comprehensive needs of deinstitutionalized indi-
viduals in the community. When mentally disabled individuals are 
released from hospitals into the communities, there is no coordina-
tion of resources amongst the hospital, Community Mental Health 
Center, family or caretaker and the individual. As a result, there is 
a lack of communication between agencies in assuring the quality and 
adequate delivery of mental health services to the deinstitutionalized 
population. The findings also indicate that there are inadequate 
community facilities for the deinstitutionalized individual's further 
rehabilitation, recreation, or involvement in community support pro-
grams. 
On the basis of the study findings, the researcher feels that 
developing a model for the systematic approach to the delivery of 
mental health services should integrate professional systems with 
natural support systems. This will result in the most efficient and 
effective comprehensive approach to the delivery of mental health 
services to the deinstitutionalized population, of the Southside 
Catchment Area. Therefore, in accord with the above, the following 
recommendations are made, and the organizational structure of the 
entities involved in the system of mental health service delivery is 
illustrated in Figure 2. 
FIGURE 2 
A MODEL FOR SERVICE DELIVERY FOR THE DEINSTITUTIONALIZED INDIVIDUALS 
key factor, involved in all 
entities of this system 
State Mental Hospital 
-Coordinator/Caseworker 
-Social Service UniT'-'-'-
Housing: ~r--------------------------------------------F-i-;l~ancial Community Me:;al Health Center 
Family Care Home Assistance (CMHC) 
























Currently, within the mental health service delivery system, 
there is inadequate coordination of services, and communication among 
the various entities of the system, such as, the state mental hospital, 
the Community Mental Health Center, the family or caretaker, and other 
community support programs to meet the needs of the deinstitutionalized 
population. 
Therefore, it is recommended that the state mental hospital, the 
Community Mental Health Center, the family or caretaker and other 
community support programs function as a single system. These agencies 
must be mandated to provide adequate services to meet the needs of the 
deinstitutionalized individuals, who have limited resources when they 
are released from psychiatric institutions. 
Coordination of resources among agencies with the mental health 
service delivery system must be planned prior to discharge of the 
individual from psychiatric institutions. Pre-discharge and discharge 
plans should be initiated by the hospital. The hospital should take 
the appropriate steps to insure that the discharged individual esta-
blishes contact with the Community Mental Health Center too_which the 
individual is referred. Prior to discharge from the hospital, indivi-
duals should be given the opportunity to visit and participate in 
activities at the Community Mental Health Center or other community 
support programs. 
The Community Mental Health Center should be responsible for 
outreach and follow-up services. The Community Nental Health Center 
should submit biannual reports on the progress of individuals discharged 
and referred to the agency. The Community Nental Health Center through 
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the outreach program should make home visits and involve the family 
or caretaker and other social and natural network in the rehabilita-
tion process of the deinstitutionalized individual. 
The social service department should be routinely involved 
in the hospital pre-discharge planning process for the individual. 
This department should concern itself with the needs of the individual, 
such as, housing, food, clothing, vocational guidance, job training 
and financial assistance. Primary consideration should be given and 
decisions made concerning housing, food, clothing, and financial 
assistance before individuals are discharged into the community. 
The proper referrals should be made in regards to the others and 
follow-up must be carried out by the Community Mental Health Center to 
which individuals are referred. 
Many individuals discharged from psychiatric institutions return 
to live with family members. Therefore, hospitals and Community Mental 
Health Centers should involve the family in the pre-discharge and dis-
charge planning process and the aftercare treatment of individuals. 
Family therapy should be one of the services offered at the Community 
Mental Health Center to help facilitate and encourage the family to 
participate in the rehabilitation and follow-up treatment plan for the 
individual. 
Many individuals are released from psychiatric institutions to 
boarding homes under the supervision of a caretaker. In these boarding 
homes, the quality of living conditions is often poor and unpleasant, 
both physically and psychologically. Therefore, housing should be a 
priority in the pre-discharge and discharge planning process, and 
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housing arrangements should be made with the participation of the 
individual, to determine what living arrangements are therapeutically 
most advantageous for the individual who will reside there. 
Georgia State licenses should be required of all boarding 
homes that accept released psychiatrically disabled individuals. 
The licensure criteria should give high priority to the sanitation and 
safety of the physical structure of the boarding home. The State of 
Georgia should provide financial assistance to improve the conditions 
of existing boarding homes or to establish new ones. Boarding home 
owners should seek help from consultation and educational programs 
concerned with the needs of the psychiatrically disabled living in the 
community. 
A contractual agreement should be made between the boarding 
home owner and the individual residing in the home. This agreement 
should help to assure adequate treatment and the spacial arrangement 
the individual will occupy. The agreement should also spell out the 
financial arrangement and responsibility of the individual to the owner 
each month, specifying the amount to be paid for room and board, per-
sonal items, personal expenses and travel. 
The study findings indicate that the most needed aftercare 
services is recreational therapy, especially in boarding homes where 
few or no such therapy is available. Therefore, Community Mental 
Health Centers should provide more recreational and socialization pro-
grams at locations and hours convenient for those individuals who 
need them. Socialization and recreational programs provide opportuni-
ties for individuals to relate to each other and are important thera-
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peutic programs to help the psychiatrically disabled to adjust to 
community life. However, they should not be limited to participation 
and contact only with the psychiatrically disabled, but participation 
should include other community residents. 
In addition to indoor socialization and recreational programs, 
outdoor socialization and recreational programs should be implemented, 
because individuals should have the opportunity to engage in activi-
ties outside of the home and Community Mental Health Center. The 
study findings indicate that psychia.trically disabled individuals are 
often times not allowed to "take a walk" (e.g., walking singularly 
in the park, downtown to shop for personal items, etc.) without being 
molested by passersby or arrested by the police. Therefore, it is 
further recommended that the Community Mental Health Center along with 
other community support programs, provide transportation, whereby a 
group of individuals can take trips at scheduled times to various 
places in the community with supervision. 
The study findings indicate that the church plays a very 
significant role in the lives of many psychiatrically disabled indi-
viduals released from the hospital. However, for most individuals, 
once they are hospitalized, they lose contact with the church. There-
fore, it is recommended that the Community Mental Health Center and 
the boarding home owner or family establishes relationships with the 
churches in the community where the minister or his representatives 
go into the home of these people and conduct Bible study groups or 
programs for those who want to participate. The church should also 
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provide transportation to pickup individuals who would like to attend 
church services. 
Aftercare and rehabilitation are the most essential parts of 
all services to the mentally ill. In order to sustain community 
tenure and to improve the quality of care given to the deinstitutiona-
lized population, the researcher poses a challenge to the Southside 




I am conducting a study on follow-up care for the deinstitu-
tionalized population of the Southside Catchment Area of Fulton 
County, Atlanta, Georgia. 
You were "randomly" selected and your name will not appear 
anywhere on this questionnaire. It is strictly confidential. 





A check mark (~ will be used to indicate answers to the following 
questions. 
1. Ho~1 old are 
( ) 21 - 25 
( ) 26 - 30 
( ) 31 - 35 
( ) 36 - 40 
( ) 41 - 45 
( ) 46 - 50 
( ) 51 - 55 
( ) 56 - 60 
( ) 61 - 65 
you? 
2. Sex: ( ) Male ( ) Female 
3. What is your present marital status? 
( ) Single (never married) 
( ) Married 
( ) Separated 
( ) Divorced 
( ) \<Jidowed 
4. What do you "consider" to be your race? 
( ) Black (Negro) 
( ) White (Caucasian) 
( ) American Indian 
( ) Oriental 
( ) Other, please specify~------------------------
86 
5. Education: How many years of schooling have you completed? 
( ) Less than high school 
( ) High school graduate 
( ) Some college 
6. What is your religious preference? 
( ) Catholic 
( ) Baptist 
( ) Protestant 
( ) Presbyterian 
( ) Methodist 
( ) Episcopal 
( ) Jew 
( ) Jehovah's Witness 
( ) Other, please specify 
( ) None 
7. Are you a member of any church? 
( ) Yes ( ) No 
(If No, skip to question 10) 
8. If Yes, are you active in church? 
( ) Yes ( ) No 
9. Do you have a good relationship with your minister? 
( ) Yes ( ) No 
10. Have you ever been employed? 
( ) Yes ( ) No 
11. Are you presently employed? 
( ) Yes ( ) No 
12. What kind of job training do you have? ____________________________ _ 
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13. What kind of job did you work at last? ---------------------------
14. In your opinion, are you able to work? 
( ) Yes ( ) No 
If No, skip to Question 17) 
15. Would you like to work? 
( ) Yes ( ) No 
16. Ifuat kind of job would you like to have? 
17. Do you have any living children? 
( ) Yes ( ) No 
(If No, skip to Question 22) 
18. Do your children visit you? 
( ) Yes ( ) No 
19. Do your children write you letters? 
( ) Yes ( ) No 
20. Do your children contact you by telephone? 
( ) Yes ( ) No 
21. Do you enjoy communicating with your children? 
( ) Yes ( ) No 
22. Do you feel you can talk/visit someone in your community if you 
need to ? 
( ) Yes ( ) No 
23. Do you attend social functions in your community? 
( ) Yes ( ) No 
24. Whom do you live with? 
( ) Family member/relative(s) 
( ) Friend (s) 
( ) Live alone 
( ) Non-relative(s) 
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( ) Other, please specify __________________________ __ 
25. What type of housing do you live in? 
( ) Boarding home 
( ) Nursing home 
( ) Private home 
( ) Apartment 
( ) Rooming house 
( ) Other, please specify ________________________ ___ 
26. How long have you lived in this community? 
( ) 0 - 11 months 
( ) 1 - 3 years 
( ) 4 - 6 years 
( ) 7 - 9 years 
( ) 10 or more years 
27. How long have you lived at your present address? 
( ) 0 - 11 months 
( ) 1 - 3 years 
( ) 4 - 6 years 
( ) 7 - 9 years 
( ) 10 or more years 
28. Who did you live with before you moved into your present address? 
( ) Family member/relative(s) 
( ) Friend(s) 
( ) Live alone 
( ) Non-relative 
( ) Other, please specify ________________________ ___ 
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29. Why did you move from your previous address? ---------------------
30. Are you satisfied with your present housing situation? 
( ) Very Satisfied ( ) Fairly Satisfied ( ) Not Satisfied 
( ) Don't Care 
"Now I would like to ask you some questions about community 
services." 
31. Do you utilize services from a Community Mental Health Center? 
( ) Yes ( ) No 
(If Yes, skip to Question 33) 
32. If No, why don't you utilize services from a Community Mental 
Health Center? ---------------------------------------------------
(Skip to Question 35) 
33. Which of the following services do you receive from the Community 
Mental Health Center: Are these services adequate or inadequate? 
INADEQUATE ADEQUATE 
( ) Group therapy ( ) ( ) 
( ) Individual therapy ( ) ( ) 
( ) Day treatment ( ) ( ) 
( ) Recreational therapy ( ) ( ) 
( ) Job training ( ) ( ) 
( ) Psychiatric consultation ( ) ( ) 
( ) Regulation of medication ( ) ( ) 
( ) Housing support services ( ) ( ) 
( ) Alcohol and alcohol abuse services ( ) ( ) 
( ) Follow-up care ( ) ( ) 
( ) Other, please specify ( ) ( ) 
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34. Why do you continue to use services from a Community Mental 
Health Center? -----------------------------------------------
35. In your opinion, do you need any of the following services? 
( ) Group therapy 
( ) Individual therapy 
( ) Day treatment 
( ) Recreational therapy 
( ) Job training 
( ) Psychiatric consultation 
( ) Regulation of medication 
( ) Housing support services 
( ) Alcohol and alcohol abuse services 
( ) Follow-up care 
( ) Other, please specify ________________________ ___ 
36. Do you have transportation, or knowledge of access to such? 
( ) Yes ( ) No 
37. Do you have a case worker? 
( ) Yes ( ) No 
(If No, skip to Question 39) 
38. If Yes, are you satisfied with his/her services? 
( ) Yes ( ) No 
39. How many times have you been readmitted to the hospital since 
you were first released? 
( ) 0 
( ) 1 - 3 
( ) 4 - 6 
( ) 7 - 9 
( ) 10 or more 
(IF Zero, skip to Question 42) 
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40. In your opinion, were the services that you received before 
readmission better than the services you received after read-
mission to the hospital? 
( ) Yes ( ) No 
(If No, skip to Question 42) 
41. If Yes, please explain --------------------------------------------
42. Do you receive financial support from any of the following? 
( ) Social Security 
( ) Supplemental Security Income (SSI) 
( ) Social Security Disability 
( ) Public Welfare 
( ) Family member/relative(s) 
( ) Friend/neighbor(s) 
( ) Minister or significant church personnel 
( ) Other, please specify ---------------------------
43. Do you have any of the following medical overages? 
( ) Medicaid 
( ) Medicare 
( ) Private insurance 
44. Do you handle your own money? 
( ) Yes ( ) No 
(If Yes, skip to Question 46) 
45. If No, who handles your money? 
( ) Family member/relative(s) 
( ) Friend(s) 
( ) Landlord/Caretaker 
( ) Other, please specify ---------------------------
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"Nm:-1 I would like to ask you some questions ahout your feelings 
concerning yourself and the services you receive." 
46. Do you feel different from other people about yourself? 
( ) Yes ( ) No 
(If No, skip to Question 48) 
47. If Yes, why ____________________________________________________ ___ 
48. Do you feel other people treat you differently? 
( ) Yes ( ) No 
(If No, skip to Question 50) 
49. If Yes, how 
50. Do you get upset when people stare at you? 
( ) Yes ( ) No 
51. Do you feel going for a walk endangers your life? 
( ) Yes ( ) No 
52. Are the people in your community friendly towards you? 
( ) Yes ( ) No 
53. How do you spend your spare time? 
( ) '-latching T.V. 
( ) Reading newspapers or magazines 
( ) Reading books 
( ) Visiting friends 
( ) Walking 
( ) Eating 
( ) Smoking cigars/cigarettes 
93 
( ) Drinking alcoholic beverages 
( ) Other, please specify ____________ _ 
54. Do you spend enough time doing the things you like to do? 
( ) Yes ( ) No 
55. Do you find yourself feeling lonely? 
( ) Quite often ( ) Sometimes ( ) Almost never 
56. How often would you say you worry about things? 
( ) Very often ( ) Fairly often ( ) Hardly never 
57. Do you sometimes feel unhappy because you thin you are not useful? 
( ) Yes ( ) No 
58. How happy would you say you are? 
( ) Very happy ( ) Fairly happy ( ) Not happy 
59. In your opinion, are you receiving adequate aftercare services? 
( ) Yes ( ) No 
60. In your opinion, what are some things that will prevent people 
from having mental illness? -------------------------------
61. In your opinion, what are some things that can assist people in 




Responses to Questionnaire 
A study on follow-up care for the deinstitutionalized popula-
tion of the Southside Catchment Area of Fulton County, Atlanta, Georgia. 
Questionnaire administered to 100 individuals. 
Closed-ended Questions 
1. How old are you? 
II of Res:eonses % 
21 - 25 11 11 
26 - 30 3 3 
31 - 35 0 0 
36 - 40 13 13 
41 - 45 14 14 
46 - 50 15 15 
51 - 55 19 19 
56 - 60 8 8 
61 - 65 17 17 
100 100 
2. Sex: 
II of Res:eonses % 
Male 43 43 
Female 57 57 
100 100 
3. What is your present marital status? 
/,! of Res:eonses % 
Single (never married) 43 43 
Married 6 6 
Separated 16 16 
Divorced 18 18 




4. What do you "consider" to be your race? 
II of Res12onses % 
Black (Negro) 62 62 
White (Caucasian) 36 36 
American Indian 2 2 
100 100 
5. Education: How many years of schooling have you completed? 
II of Res12onses % 
Less than high school 74 74 
High school graduate 19 19 
Some college 7 7 
100 100 
6. What is your religious preference? 
II of Res12onses % 
Catholic 15 15 
Baptist 49 49 
Protestant 7 7 
Presbyterian 1 1 
Methodist 8 8 
Episcopal 1 1 
Other 2 2 
None 17 17 
100 100 
7. Are you a member of any church? 
II of Res12onses % 
Yes 24 24 
No 76 76 
100 100 
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9. Do you have a good relationship with your minister? (24 indivi-
duals responded to this question) 
Yes 
No 







10. Have you every been employed? 
Yes 
No 







11. Are you presently employed? 
Yes 
No 







12. In your opinion, are you able to work? 
Yes 
No 








15. Would you like to work? (63 individuals responded to this question) 
II o£ ResEonses % 
Yes 59 93.7 
No 4 6.3 
63 100.0 
17. Do you have any living children? 
II of ResEonses % 
Yes 56 56 
No 44 44 
100 100 











19. Do your children write you letters? (55 individuals responded~to 
this question) 
20. 
II of ResEonses % 
Yes 
No 
Do your children contact you 





















21. Do you enjoy communicating with your children? (55 individuals 
responded to this question) 
Yes 
No 







22. Do you feel you can talk/visit someone in the community? 
Yes 
No 







23. Do you attend social functions in your community? 
Yes 
No 








































26. How long have you lived in this community? 
If of ResEonses % 
0 - 11 months 10 10 
1 - 3 years 22 22 
4 - 6 years 33 33 
7 - 7 years 17 17 
10 or more years 18 18 
100 100 
27. How long have you lived at your present address? 
If of ResEonses % 
0 - 11 months 25 25 
1 - 2 years 34 34 
4 - 6 years 22 22 
7 - 9 years 9 9 
10 or more years 10 10 
100 100 
28. Who did you live with before you moved to your present address? 
If of ResEonses % 
Family member/relative 40 40 
Friend 3 3 
Live alone 18 18 
Non-relative 15 15 
Other 23 23 
No response 1 1 
100 100 
30. Are you satisfied with your present housing situation? 
If of ResEonses % 
Very satisfied 11 11 
Fairly satisfied 65 65 
Not satisfied 20 20 
Don't care 4 4 
100 100 
101 
31. Do you utilize services; from a Community Nental Health Center? 
# of Responses % 









33. Which of the following services do you receive from the Community 
Mental Health Center? Are these services adequate or inadequate? 
Aftercare Services Received Inadequate Adequate No Response 
Group therapy 34 (34%) 11 (11%) 55 (55%) 
Individual therapy 33 (33%) 16 (16%) 51 (51%) 




Regulation of medication 
Housing support services 




2 ( 2%) 
44 (44%) 
14 ( 14%) 
0 ( 0%) 
0 ( 0%) 
2 ( 2%) 
0 ( 0%) 
25 (25%) 
1 ( 1%) 
23 (23%) 
61 (61%) 
7 ( 7%) 
0 ( 0%) 
6 ( 6%) 








100 ( 100%) 
35. In your opinion, do you need any of the following services? 
# of Responses No Response 
Group therapy 8 ( 8%) 92 (92%) 
Individual therapy 12 (12%) 88 (88%) 




Regulation of medication 
Housing support services 








1 ( 1%) 
20 (20%) 













Do you have transportation, or knowledge of access 
II of Res:eonses % 
Yes 87 87 
No 13 13 
100 100 
Do you have a caseworker? 
II of Res:eonses % 
Yes 75 75 
No 25 25 
100 100 
If Yes, are you satisfied with his/her services? 
responded to this question) 











39. How many time have you been readmitted since first release? 
II of Res:eonses % 
0 14 14 
1 - 3 54 54 
4 - 6 24 24 
7 - 9 8 8 
100 100 
40. In your opinion, were the services you received before read-
mission better than the services you received after readmission 
to the hospital? (87 individuals responded to this question) 
Yes 
No 








42. Do you receive financial support from the following? 
# of Responses No Response 
Social Security 42 (42%) 















1 ( 1%) 
4 ( 4%) 
3 ( 3%) 
0 ( 0%) 
2 ( 2%) 
100 ( 100%) 
98 (98%) 








# of Responses No Response 
79 (79%) 
31 (31%) 












45. If No, who handles your money? (63 individuals responded to 
this question) 
ft of ResEonses % 
Family member 25 39.7 
Landlord/Caretaker 37 58.7 
Other 1 1.6 
63 100.0 
104 
46. Do you feel different from other people about yourself? 
If of ResEonses % 
Yes 21 21 
No 79 79 
100 100 
48. Do you feel other people treat you differently? 
Yes 
No 











If of ResEonses % 
Yes 47 47 
53 53 
100 100 
Do you feel going for a walk endangers your life? 
II of ResEonses % 
Yes 68 68 
No 32 32 
100 100 
Are people in your community friendly towards you? 
Yes 
No 
How do you spend your 
Watching T.V. 
Reading newspapers or 
magazines 
Reading books 

















.If of Responses % . 
Visiting friends 10 10 
~\falking 29 29 
Eating 25 25 
Smoking cigars/cigarettes 76 76 
Drinking alcoholic beverages 7 7 
Other 16 16 
54. Do you spend enough time doing the things you like to do? 
11 of Responses % 
Yes 48 48 
No 52 52 
100 100 
55. Do you find yourself feeling lonely? 
If of Responses % 
Quite often 15 15 
Sometimes 69 69 
Almost Never 16 16 
100 100 
56. How often would you say you worry about things? 
If of Responses % 
Very often 19 19 
Fairly often 61 61 
Hardly never 20 20 
100 100 
57. Do you sometimes feel unhappy because you are not useful? 
If of Responses % 
Yes 34 34 
No 66 66 
100 100 
106 
58. How happy would you say you are? 
If of ResEonses % 
Very happy 10 10 
Fairly happy 59 59 
Not happy 31 31 
100 100 











The findings from the responses to the open-ended questions will 
be discussed in the sections dealing with analysis of results and 
recommendations. 
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